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Che Bancroft Wemorial Lecture. 


HE THAT INCREASETH KNOWLEDGE INCREASETH 
_ SORROW. 


By Str ALeExANpDeER MurPHy, 
Brisbane. 


In the book of Ecclesiastes the Preacher, ascribed to 

Solomon, it is abs 
For in muc is much grief: and he that 

Now Solomon had a reputation for profound wisdom— 
after all, he had a thousand reasons for acquiring it—and 
his pronouncements are not lightly to be brushed aside. 
Yet, in the history of man there is a progression, however 
slight, however leaden-footed, which seems always to leave 
each generation in some ways better off than that which 
preceded it. Customs well established over a century ago 
may no longer be acceptable—fantasy of a bygone age may 
blossom into fact. To dispel scepticism let me quote to 
you an arresting passage from ‘“Rasselas, Prince of 
Abyssinia”, written by Samuel Johnson in—mark the 
year—1759: 


1 Delivered at Brisbane on August 14, 1954. 


But what would be the security of the good, if the 
bad could, at pleasure, invade them from the sky? 
Against an army sailing through the clouds, neither 
’ walls, nor mountains, nor seas, could afford any security. 
A flight of northern savages might hover in the wind, 
and light, at once, with irresistible violence, upon the 


capital of a fruitful region, that was rolling under them. 


Even this valley, the retreat of princes, the abode of 
happiness, might be violated by the sudden descent of 


some of the naked nations that swarm on the coast of 
the southern sea. 
A truly remarkable ,yision, holding perhaps for us @ 
warning, for air-borne troops are commonplace today, and 
Australia would not inaptly be described as a fruitful 
region. 

There has always been, there will always be, a con- 
siderable portion of mankind in whose eyes progress 
amounts to disaster, and to whom the old seems ever better 
than the new; but even this body realizes that the old 
order, though its passing be lamented, cannot be revived. 


The reforms which raise hope high, the advances most. 


strenuously advocated, seldom fulfil their early promise, 
but they are irreversible; there is always a current moving 
onwards, sometimes downward, but never back. Whether 
progress makes humanity really happier or better wilF 


always be debatable, but it does eliminate certain evils, 
though at the same time it must cancel some existing good. 
Wherein lies the key to progress? 


Some of the greatest discoveries appear to have beer 
entirely fortuitous, just as Charles Lamb alleged that Jubal 
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stumbled upon the gamut; but most have been the outcome 
of careful thought and observation or, what is more 
important, recognition of the significance of such observa- 
tion, or of that quality with which Kipling endowed the 
~ @lephant’s child in his “Just So Stories”—“satiable curti- 
osity”. Some few possess these attributes and exercise 
them, whether in the hope of material gain, of fame, or 
merely for the joy of working, and so knowledge marches 
on. 


The Preacher has thrown down a gage which must be 
taken up. Has each contribution to knowledge brought 
sorrow in its train and, if so, has the sorrow not been 
outweighed by the accompanying advantage? What has 
been the effect on modern life? On which side of the 
ledger of life lies the balance? Tonight it would seem 
appropriate to consider first some medical discoveries in 
the light of the text. 


Celsus, in the first century 4.D., stated that to determine 
the cause of a disease often led to the remedy. This is not 
to be denied; but at the same time it would not be wise 
to deride or discard empiricism as witnessed by the history 
of malaria, in which the discovery of the remedy antedated 
that of the cause by almost 250 years. It will bear relating. 
The Countess of Chincon, wife of the Viceroy of Peru, 
living at Lima, contracted an intermittent fever and was 
cured by infusions of the bark of a certain tree. Returning 
to Spain in 1640, she naturally took with her supplies, 
and later in the century Jesuit priests sent parcels to 
Rome, whence it was distributed for cure of the ague. 
Even today it is not generally recognized that malaria 
was, and still is, endemic in Europe, so there was ample 
scope for the countess’s powder, or Jesuit’s bark as it 
came to be termed. In the eighteenth century the tree was 
named Cinchona in honour of the countess; but not until 
1880 did Laveran, a French army surgeon, see in the red 
corpuscles of the blood bodies which he claimed were the 
cause of the disease. This was confirmed by other workers, 
and the mosquito as the vector was finally incriminated 
by Sir Ronald Ross in 1897. 


In the light of these discoveries, malaria, which has 
killed and probably still kills more people than any other 
single agent in the world, should have been capable, if not 
of elimination, at least of adeq control; but so little 
heed was paid to warnings from medical sources that 
Hackett of the Rockefeller Foundation, in his book 
“Malaria in Europe”, was able to: state that in the first 
World War, on the Macedonian front there was the spec- 
tacle of three fine armies—British, French and German— 
virtually paralysed by the disease before they could strike 
a blow. In 1944, 2,000,000 deaths from it were registered in 
India alone. Synthetic drugs have now reinforced quinine; 
mosquito control has been brought to a high pitch of 
perfection, and so millions—literally millions—of lives are 
saved each year. 

Yellow fever—the dreaded “yellow Jack” of the tropics— 
another mosquito-borne disease, with an appalling death 
Tate, has been robbed of many victims by vaccine and 
mosquito control; but the heroic Dr. Lazear, who allowed 
himself to be bitten in order to ‘prove beyond doubt its 
method of transmission, and other workers who knew full 
well the risk they ran, had to perish to provide this 
knowledge, and in so doing wrote a proud though sorrow- 
ful page in medicine’s book of martyrs... 


Jenner’s observation that dairymaids who had had cow- 
pox did not contract small-pox enabled him to set this 
at bay. 

Pasteur, whose name lives with the laity in association 
with milk—yet how many using the word “pasteurized” 
recognize its derivation? Pasteur, then, with his germ 
theory, and Koch with his identification of the specific 
organisms of tuberculosis and other infections, shed a 
fiood of light on the cause of many conditions and really 
paved the way.for preventive inoculation. An example 
of the effect of this is offered by the fact that in the Boer 
War, of the British army of 500,000 men, over 50,000 con- 
tracted typhoid fever and some 8200 died of it, while but 
7600 fell in battle or died of wounds. In the last two 


surely a matter to be 


World Wars, with an infinitely greater number of men and 
women engaged, the disease was negligible. 


Diphtheria, tuberculosis and tetanus have all been 
brought within the ambit of preventive medicine, but not 
without tragedy. Toxin-antitoxin, successful in giving pro- 
tection against diphtheria, was being widely used when a 
consignment became frozen in transit in winter. It is 
now known that freezing of this mixture destroys the 
antitoxin, leaving the toxin to act unopposed; but this 
useful piece of information was bought with the lives of 
the recipients of that particular batch. B.C.G. inoculation 
against tuberculosis suffered a similar set-back with the 
Lubeck disaster, when the attenuated culture employed 
became accidentally contaminated with a virulent strain, 
and 72 out of 250 children died in consequence. Preventive 
and therapeutic inoculation, though of proved and priceless - 
value, is not altogether without hazard, and there are 
now many well-documented instances of unfortunate 
effects, including involvement of the brain and spinal cord; 
but the balance is so overwhelmingly in its favour that 
the risk pales into insignificance. 


The synthesis and clinical use of “Prontosil” in 1933, 
acclaimed the greatest therapeutic discovery in modern 
medicine, heralded the dawn of the antibiotic era; came 
other sulphonamides, then penicillin, streptomycin and 
many strange mycins—what may be called the cohorts of 
the mouldy army, because each was originally derived 
from a mould or fungus—so that pneumonia, styled by 
Osler the “Captain of the men of death” seemed—I must 
emphasize “seemed”—to have been conquered, as well as 
many other ranks in that grisly army. Penicillin owed 
its birth to a chance observation, the significance of which 
was not realized until some years later, and its adveni. 
was warmly welcomed, as apart from the benefit it 
brought, it produced few untoward reactions, and those of 
a minor character. Owing to its indiscriminate and 
uninformed use by casual or weak-willed doctors, dominated . 
by importunate patients or their far more importunate 
relatives, countless people have been sensitized, and today 
it is ousting sulphonamides as the chief killer of the 
antibiotic family. So, too, it and its relations are pro- 
ducing drug-resistant strains of bacteria, so that the last 
state may be worse than the first. 


ACTH and cortisone were hailed with delight as almost 
infallible life-ssavers in a variety of conditions hitherto 
resistant to all forms of treatment; but experience and 
critical observation have disclosed that much of their 
apparent magic merely serves to cloak their capacity for 
evil in enhancing the potency of all the common bacterial 
infections, including tuberculosis. The patient may look 
better, feel better, lose his fever, gain weight—and 
die more rapidly. Of course they have their value—very 
great value—but it is specific and limited. 


All should read “English Saga”, for it is hard to believe 
that a scant century ago in England, the emancipator of 
slavery, children of seven and eight years of age worked 
twelve hours or more daily in the coal pits, or in what the 
author, Sir Arthur Bryant, refers to as the dark satanic 
mills. Few boys grew to healthy manhood, and women 
by the age of thirty years were old and crippled. Sanita- 
tion. was all but non-existent; water supplies were pol- 
luted; overcrowding was rife; and in an environment s0 
fantastically favourable to epidemic disease it is a wonder 
that any survived. Hygiene and social reform have 
changed all that, and so poor death has been denied yet 
another of his once regular harvests. 


To turn now from medicine to other fields: Engineers 
have built dams and barrages, providing hydro-electric 
power and irrigation schemes—both potent weapons against 
famine and flood. They have also designed and constructed 
the motor-car and the motor-cycle, and so revolutionized 
transport and doubtless given great pleasure to many; but 
that is offset to a certain extent by the fact that the toll 
of the road has now qutstripped the ravages of war, and 
speed and mechanization account for the fact that more 
boys in the five to fourteen years age group die by 
violence—that is, by accident—than by any other cause; 
mourned. 
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The scientists, too, have played their part. With canning 
and refrigeration of food, the development of D.D.T. and 
similar substances, and the use of trace elements, they 
have dealt another doughty blow to disease and famine; 
but undoubtedly their most arresting performance to date 


has been nuclear fission—and to what end is it being~ 


directed? To the construction of atomic bombs and the 
atomic-powered submarine, both weapons for destruction. 
Its potentialities are beyond comprehension; but it is 
conceivable that the world could be rendered barren and 


- lifeless, and it may be that realization of this will suffice 


to prevent the use of the atomic bomb as a weapon by 
even the most unscrupulous nation, so the possibility of 
war may be rendered even more remote. 


To summarize; then: so far, the lances: of pestilence, 
famine and war appear to have been blunted, but not 
broken, by the shield of progress. 


Now, out of this jumble of seemingly unrelated tales a 
mosaic begins to take shape, for these fragments of know- 
ledge have dovetailed to bring about drastic changes in the 
pattern of vital statistics. Infectious diseases, which 
headed the list of causes of death last century, have been 
replaced by cancer and cardio-vascular conditions, which 
are commoner in the old than in the young. In 1841, in 
England and Wales, the expectation of life was forty 
years for males and forty-two years for females; but by 
1952 these figures had soared to sixty-seven and seventy- 
two years respectively. The overall effect of progress has 
been to lengthen life and increase population; and the 
outcome? a restless and troubled world. Between 1920 
and 1950 population increased by 29% yet Dr. Candau, the 
Director-General of the World Health Organization, stated 
that two-thirds of the inhabitants of this globe still 
travelled from the cradle to the grave in the short space 
of thirty years, harassed by sickness and poverty. This 
29% increment can.hardly have come from the enlightened 
countries alone, so although many parts of the earth are 
as yet untouched by hygiene and preventive medicine, these 
measures must be making progress among some of the 
less primitive peoples. 


It is abundantly clear that hunger still stalks abroad, 
so has population been assisted to increase faster than the 
Means of subsistence? Malthus asserted that it always 
increased up to the limit of these means and was prevented 
from exceeding them by war, famine and pestilence. 


It has just been suggested that the lethal effect of 
those three Apocalyptic horsemen has been considerably 
lessened. Is it, then, that the meddling of knowledge-proud 
man has disrupted certain natural laws for the time being? 
It may be so; but Nature in her patient, inexorable way is 
setting her house in order again, for with the appearance 
of each insecticide and antibiotic the agent at which it is 
aimed has developed resistance, so that new weapons have 
continually to be fashioned to combat old enemies returning 
to the charge ever more strongly armoured. 

In the meantime, while this contest is raging and the 
outcome is uncertain, owing to better health and living 
conditions—fruits of the tree of knowledge—increasing 


-numbers of people are reaching retiring or pensionable age 


still possessing a considerable degree of physical and 
mental activity. In short, not only has life been lengthened, 
but the working span with it, and therefrom rises a two- 
fold problem—that of the individual and that of the com- 
munity—for which some solution must be sought. 


Take the individual first. Although aware of the 
approaching termination of his employment, all too fre- 
quently he deliberately closes his mind to this, with the 
result that overnight, as it were, he finds himself over- 
taken by the spectre of retirement. He is divorced from 
the environment to which he has been accustomed, from 
his daily contacts and friendships, and probably from his 
established standards of living. Instead of the warm, 
pleasant evening of life which he may have contemplated, 
albeit in somewhat nebulous fashion, he experiences a 
chill sense of being cast off, unwanted, which breeds 
bewilderment and depression, and finally leads to resent- 
ment or apathy. Long ere the finger of death beckons him 


he envies Phrontis his fate. Some of you may remember 
Rieu’s description of it in his—enchanting is the only word 
for it—translation of the Odyssey: 

But when we were abreast of the sacred cape of 
Sunium, where Attica juts out into the sea, Phebus 
Appollo let fly his gentle darts at Menelaus’ helmsman, 
and struck .him dead with the steering oar of the 
running ship in his hands. 

With the steering oar of the running ship in his hands! 


Who amongst us would not elect to make our exit from 
life’s stage in like fashion, if afforded the choice? But 
to return to our individual. Mind has a tremendous 
influence upon matter, and his physical strength may 
suffer so that he becomes an invalid—real or imaginary— 
demanding, and at times requiring, medical and nursing 
help, so that he degenerates and finally becomes a burden 
upon himself and his fellows. 


And what of the community? The active workers in 
early adult and middle age, in addition to maintaining 
children up to school-leaving age, are being called upon 
the support an increasing number of older folk; in fact, 
it has been calculated that in Great Britain by 1970—and 
that year is looming perilously close—one-fifth of the popu- 
lation will be entitled to a pension. Political parties of all 
colours and creeds, in their fierce desire for office, have 
persuaded citizens to barter their independence for the 
promise of lavish social benefits, so that all too many now 
have come to believe that they are entitled to demand from 
society almost unlimited aid, in return for little or no 
effort on their own part. Can the economy of any country 
stand this? It is doubtful. Sir John Medley, in one of his 
whimsical verses, speaks in the following terms of the 
cow. of State which hordes scramble to milk: 


The cow is not a conjurer; 
It has no one way spout. 
But it obeys this ancient law: 
You’ve got to fill it up before 
You start to bail it out. 

Sir Winston Churchill warned us to beware of creating 
a society in which enterprise gained no reward, and thrift 
no privilege. If more and more people are encouraged to 
lounge against the tottering wall of the so-called welfare 
State—at best a jerry-built structure—it must inevitably 
collapse and come tumbling about their ears. 


This indeed would be a sad state to which to be brought 
by vaunted advances in knowledge. Therefore enterprise 
and thrift, in addition to the self-satisfaction they 
undoubtedly bring—for no one can exist. entirely on self- 
satisfaction—must command some material reward, and it 
should be greater than that enjoyed by him who has never 
really put his shoulder to the wheel. 


Idleness and pride, it has been said, tax more heavily 
than kings and parliaments, and if we can rid ourselves 
of the former, we may more easily bear the latter. Work 
lies at hand as a simple and effective weapon with which 
to combat idleness; but it must be recognized that the 
competitive capacity for it wanes with advancing age. A 
useful hobby may provide a partial substitute; but surely 
it should not be beyond the resources of this still under- 
populated country to provide employment for those who 
are old but still reasonably fit. Some, it is true, will be 
able to toil only during restricted hours, or on limited 
days of each week, and if so, their own pride, and that of 
unions and organizations, must not be allowed to prevent 
their acceptance of a lesser reward than that enjoyed by 
their fellows in the prime of life following the same occupa- 
tions. If this state of affairs could be brought about (and 
there ig no reason why it should not be), the late age group 
would be largely self-supporting—indeed, could conceivably 
make a positive contribution to national economy and, by 
so doing, become a proud and happy asset instead of, as. 
threatens at present, a resented and resentful liability. 


Australia, though geologically old, is a young land, her 
history too green to possess savour, her climate soft, and 
her soil fertile. All this may provide the reason why, if 
an elderly citizen is invited to mention a name famous in 
the annals of his country, he will almost certainly suggest. 
Carbine, or if of a later vintage, Phar Lap. The mam 
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whose service to his country should command his gratitude 
and respect will probably be afforded only the charac- 
teristic Australian accolade of the bar sinister, though 
often qualified with the charitable rider: “After all, he 
wasn’t such a bad one.” 


“The dead know not anything; neither have they any 
more a reward, for the memory of them is forgotten.” 
Therefore the Queensland Branch of the British Medical 
Association is to be congratulated—congratulated and com- 
mended—for founding this oration, the object of which is 
to. keep alive the memory of a man whose work gained 
elguiien beyond the confines of this continent. 


Joseph Bancroft, as you have been told, was born in 
1886° in ‘England, and came to Queensland in 1864, just 
three’ years after a census had shown the population of 
this State to be 28,000. He was endowed with the charac- 
teristic of the elephant’s child, and that resulted in his 
publication in 1877 of his discovery of the female parent 
worm of Filaria in the human body, and it has since borne 
his name as Filaria bancrofti or, in the horrid modern 
parlance, Wuchereria. bancrofti. 


Like so many medical men of his time, he was also a 
keen botanist, and his investigations into the properties of 
the duboisia were directly responsible for the manufacture 
in Australia, during the difficult years of the second World 
War, of the much-needed drug hyoscine, and really most 
of the world supplies came from this country. 


Very few are old enough to have a clear recollection of 
him, so it has been necessary to-turn to the historical 
memoirs of the late Dr. Ernest Sandford Jackson to obtain 
a picture... A single illustration will serve to show what 
Manner of man he was. Jackson relates that on one 
occasion, when he felt that he had been unfairly treated 
by the Press, he asked Bancroft’s advice as to the means 
by which he should seek redress, and received: the laconic 
reply: “Duelling.” Had that advice been accepted then, 
and had it become popular, modern editors would have 
been extremely busy men and would have had to acquire 
the legendary skill of a D’Artagnan or a Count Hannibal 
to survive. 

Bancroft died in 1894 and should sleep serenely, for 
his work at least seems eats of the charge that it 
begat grief. 

Until the last trump is sounded no final audit will be 
possible; but in the interim a trial balance may be struck. 
It must be conceded that the Preacher was right;. sorrow 
has too often walked hand in hand with knowledge, but 
a dispassionate auditor poring over the pages of life’s 
ledger would conclude that the debit entry to sorrow was 
far outweighed by that to knowledge on the credit side. 


That at least is my view, and to its support I summon 
the words of the greatest of the poets laureate: : 
Who loves not Knowledge? Who shall rail 
Against her beauty? May she mix 
With men and prosper! ‘Who shall fix 
Her — Let her Work, prevail. 


<i. 


CHEMOTHERAPY IN RENAL TUBERCULOSIS. 
By R. Munro Forp, 
Adelaide. 


SRA 


Tue treatment of tuberculosis of the genito-urinary tract 
has long been regarded as a purely surgical proposition; 
in fact, most medical text-books have usually afforded it 
scant consideration in their pages. 

Formerly the disease was slowly progressive and fatal 
in nearly all cases, except when it was sufficiently localized 
to permit excision. Even then such a procedure was often 
followed by spread or exacerbation of the disease process, 
giving rise to intractable symptoms leading to uremia and 
death. 


Since the advent. of the more specific anti-tuberculosis 
drugs, such as streptomycin, para-amino salicylic acid 


and isonicotinic acid hydrazide, the foregoing concept has 
gradually changed. 

There is still no certainty concerning the method of 
origin of renal tuberculosis; in fact, it is still considered 
by many that the disease occurs as a result of a miliary 
spread affecting each kidney, and that extension occurs 
from there to various sites in the genito-urinary tract. 

Dukes in 1948 described various stages of progress from 
lesser to greater disease, as follows: (i) Embolic chronic 
miliary tubercles dppear in a kidney (that is, the condition 
is not the acute generalized type). (ii) One tubercle may 
enlarge to form a caseous nodule in the kidney paren- 
chyma,. (iii) This caseous nodule may either ulcerate into 
the pelvis and become an “open” type of disease, or it may 
spread throughout the renal parenchyma giving rise to few 


symptoms before appearing as a mass in the loin. (This 


third type of disease is known as “massive caseous tuber- 
culosis of the kidney’, and is well described by Milroy Paul 
(1953); the name “autonephrectomy” has also been given 
to lesions of this nature.) (iv)- Ulceration and cavitation 
may then occur in the kidney parenchyma itself. (v) 
Subsequent implantation of the bacilli may occur in the 
pelvis, ureter, bladder and narrower channels such as the 
uretero-pelvic and uretero-vesical junctions, which appear 
to be first involved; resultant strictures may give rise to 
later hydronephrosis and hydroureter. Symptoms are 
usually rare in the early stages, but subsequently lead to 
of micturition and occasionally pain and hema- 
turia. 

Dukes also produced evidence to show that initial renal 
involvement was multiple and bilateral.- Walker (1936), 
however, postulated otherwise in his plea for immediate 
surgery. 

The use of specific chemotherapy in renal tuberculosis, 
with or without surgical intervention, has been described 
by comparatively few writers, who have usually reserved 
it for purely post-operative treatment. 

In 1950, Jacobs and Borthwick, working under’ the aus- 
pices of the Medical Research Council of the Privy Council, 
reviewed the preliminary results. of the treatment of renal 
tuberculosis with streptomycin. Forty-six patients were 
treated with one gramme of streptomycin daily for ninety 
days, and their progress was compared with that of 44 
patients used as controls. Disease of all severity was con- 
sidered. Although the streptomycin-treated patients mainly 
did well, they stressed the complications which could occur 
as a result of such treatment—that is, the thimble-like 
bladder leading to total incontinence of urine, and hydro- 
nephrosis, leading to uremia and death, as a result of 
back pressure from the fibrosing tuberculous lesions. Jacobs 
and Borthwick urged ureterostomy rather than further 
chemotherapy in the treatment of many patients not suit- 
able for immediate excision of the diseased kidney. In 
fact, Jacobs (1950), who based his conclusions on fifteen 
months’ observation and follow-up cystoscopic and pyelo- 
graphic study, wrote as follows: 

Streptomycin has no effect on an established caseo- 
cavernous lesion. By encouraging fibrosis and con- 
sequent constriction there is a possibility that the focus, 
though remaining active, may become shut off. Strepto- 
mycin therapy cannot therefore be xsecommended to 
supplant surgery and in clinical unjlateral renal tuber- 
culosis the diseased kidney should be removed. A patient 
unsuitable for surgery should not automatically be 
‘given streptomycin: thus when there is an advanced 
bilateral lesion or an advanced lesion in a solitary 
kidney no improvement in the kidney lesion can be 
anticipated and as was found in some instances vesical 
contracture may, as a result of fibrosis, be hastened. 
The treatment in consequence can cause worsening of 
the clinical state. 

The category chiefly benefiting comprised of those 
with a unilateral nee and cystitis who had been 
nephrectomized. 

Jacobs and Borthwick adviacd that when surgical treat- 
ment was contemplated, one of its main objects was to 
remove a focus of persistent reinfection of the bladder, 
and set out the following brief recommendations: 

If the disease was unilateral then perform nephrec- 
tomy, but if bilateral, treat with rest and fresh air, 
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= operate when the patient reaches the optimum 
e. 

However, Jacobs and Borthwick considered that the treat- 
ment of coexistent pulmonary tuberculosis was “a lot more 
urgent and life saving”, and that the use of streptomycin 
could perhaps be permitted in such cases. 


Scher in 1958 also gave a warning about the complica- 
tion of stricture formation and bladder contraction occur- 
ring in patients suffering from advanced genito-urinary 
tuberculosis as a result of fibrosis caused by streptomycin 
and PAS treatment. He pointed out that such changes 
were not seen in early cases of renal tuberculosis treated 
with these agents. 


In 1951, Wells recommended that nephrectomy should be 
performed as early as possible, and that chemotherapy 
should be given only after this procedure, on account of 
the dangers of drug toxicity and the development of drug- 
resistant tuberculosis organisms. However, he admitted 
that renal tuberculosis was an originally bilateral disease, 
and that the pattern of treatment should whenever possible 
be admission to a sanatorium, surgical treatment and 
chemotherapy in that order. 


In 1951, Ross and his co-workers reviewed 51 cases of 
genito-renal tuberculosis treated with chemotherapy, and 
found that the best results were obtained by the use of a 
combination of streptomycin and PAS. : 


Lane (1951) in the same year published the results of 
treatment of renal tuberculosis with streptomycin plus 
moogral and also streptomycin plus potassium iodide. The 
best effect was seen in those patients who passed tubercle 
bacilli in their urine but had no obvious renal lesions. 


In 1952, Wimsett reviewed the treatment of renal tuber- 
culosis with streptomycin and streptomycin plus PAS. 
Seventy patients received 0-5 grain of streptomycin 
twice a day for ninety days, 20 patients received this plus 
PAS (12 grains a day), and 67 patients were used as 
controls. Surgical treatment was carried out in many 
cases when necessary. Wimsett showed that chemotherapy 
was of positive value in early renal tuberculosis, that it 
offered some degree of protection to the remaining kidney 
during nephrectomy, and also that its best effect was in 
controlling secondary cystitis following nephrectomy. Using 


- streptomycin alone, he found that most patients still passed 


tubercle bacilli in their urine, but when PAS was used in 
addition to streptomycin more urine conversions were 
obtained. Overall he showed that streptomycin plus PAS 
was superior to streptomycin alone, but that, patients with 
far-advanced disease were little benefited by any chemo- 
therapy. He also stressed that the tuberculosis physician 
should work as an integral part of any urological team in 
the determination of treatment. 


Lattimer (1951) reviewed the treatment of 228 patients 
with genito-urinary tuberculosis in which streptomycin 
alone was used. He obtained the best results with two 
grammes or one gramme daily for 120 days, with con- 
versions of urine persisting in approximately 50% of cases 
over a two-year follow-up. At this stage he also reported 
on a series of patients who had received streptomycin plus 
PAS for one year; their urine apparently remained free 
from tubercle bacilli during this period, and they responded 
very well clinically to such therapy. He also found that 
when PAS was given alone to patients whose treatment 
with streptomycin had failed, little benefit was obtained. 


Lattimer concluded that the larger the renal lesion the 
poorer the prognosis, and that genital (prostatic) tuber- 
culosis responded best to streptomycin therapy. He recom- 
mended that whenever possible early surgical treatment 
under a chemotherapeutic “umbrella” be instituted for 
unilateral renal disease. 

Borthwick again in 1952 urged general treatment in a 
sanatorium as part of the régime in the management of 
renal tuberculosis. 

Ljunggen, of Stockholm, considered that early surgical 
treatment had not met with the success which had been 
anticipated, and recommended that a strict sanatorium 
régime with chemotherapy be instituted in all cases of 


renal tuberculosis and that excision be carried out later if 
necessary. 

In 1953, Lattimer, Lerman and others reported on the 
treatment of 458 patients suffering from genito-urinary 
tuberculosis with ehemotherapy alone. Their studies 
included the use of streptomycin plus PAS for a one to 
three year period, and later the use of isonicotinic acid 
hydrazide (INH) alone or in combination with the above. 
Clinical and bacteriological results were good, and this 
treatment, in some cases of bilateral inoperable renal 
disease, for periods up to three years appeared to justify 
such measures. These workers found that INH produced . 
good results, especially in the clearing of vesical lesions, 
but that when it was used alone drug resistance developed 
very quickly, and also that it failed to sterilize the urine in 
most cases of bilateral caseo-necrotic disease. They dis- 
covered that high blood concentrations of the drug 
occurring in uremic patients tended to give rise to toxic 
side-effects. Strictures of calyceal necks or of ureters, 


‘which sometimes occurred during therapy, were success- 


fully treated by dilatation. In order to watch this factor, 
excretion pyelography was performed every four months in 
each case. The main criterion of success of these workers 
was persistent urine conversion over the following years. 
Generally, however, they still recommended nephrectomy 
with chemotherapeutic cover for unilateral lesions. 


Semb (1949), in Norway, has for many years advocated 
segmental resection of isolated diseased kidney areas, and 
has urged earlier diagnosis of renal tuberculosis. 


The Present Series. 


In this series ten patients with genito-urinary tuber- 
culosis have been treated with chemotherapy. These 
patients were divided into three categories: (i) those 
treated with surgery plus chemotherapy (two); (ii) those 
treated for extension of disease after operation (five); (iii) 
those treated for bilateral disease (three). 


The plan of treatment was generally as follows: (a) A 
strict sanatorium régime was instituted. (b) Streptomycin 
plus isonicotinic acid hydrazide formed the basis of chemo- 
therapy, PAS replacing the former when the course was 
completed. The average duration of treatment was twelve 
months, except in category (i), in which it was six months. 
The dosages were as follows: streptomycin, two grains 
three times a week for six months (one gramme twice a 
day was used as a purely operative “cover’”), INH 400 
milligrammes a day, and PAS 12 grammes a day. 


The condition of all patients was assessed clinically, 
bacteriologically, cystoscopically and by intravenous and 
retrograde pyelography prior to treatment and at three- 
monthly intervals thereafter. 


Chemotherapy Combined with Surgery. 


In two cases in which chemotherapy was combined with 
surgery, the progress followed a very similar pattern. 


Both patients were young women who had complained of 
frequency of micturition, scalding on micturition, lassitude 
and loss of weight worsening over the previous three months; 
one had also experienced several bouts of hematuria. Twenty- 
four-hour specimens of urine were examined, and examina- 
tion of a direct smear revealed acid-fast bacilli which, on 
inoculation into guinea-pigs, produced positive results. 
Examination of catheter specimens of urine also gave 
positive findings from one renal tract only. Cystoscopic 
examination in each case revealed mild edema and reddening 
of the bladder walls, with slight ulceration in one case near 
the ureteric orifice on the apparently affected side. Intra- 
venous and retrograde pyelography revealed hydroureter and 
hydronephrosis on one side only. The results of all other 
tests, including blood urea nitrcgen estimations, were within 
normal limits. 


It was decided not to perform immediate uretero-nephrec- 
tomy; both patients were admitted to hospital and treated 
with streptomycin plus INH for three months. Symptoms in 
each case were relieved rapidly, and at the end of two 
months frequency of micturition or scalding on micturition 
had disappeared, and both patients had gained in weight 
and felt very well. Intravenous and retrograde pyelography 
also revealed a slightly less dilated pelvis and ureter on the 
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affected side in each case, without any evidence of stricture 
formation or bladder contraction. Uretero-nephrectomy was 
carried out at this stage, and chemotherapy was continued 
for a further period of three months in each case. 


Post-operative progress was uneventful. Six months after 
their discharge from hospital both patients were well and 
experienced no symptoms, their urine was free from tubercle 
bacilli (guinea-pig inoculation), oe cystoscopic and pyelo- 

examinations abnormalities in 


Ohemotherapy Given for Hatension of Disease after 
Surgery. 


Uretero-nephrectomy had been carried out in two of the 
five cases in the second category four to six years pre- 
viously for unilateral tuberculosis. Coexistent bladder 
disease was also present at that time, and negative findings 
on examination of ureteric catheter specimens of urine and 
normal pyelographic findings were employed as evidence 
to ~ eta infection of the apparently unaffected renal 
trac 


Both patients progressed fairly well after operation except 
for occasional frequency of micturition; but after two to 
three years there developed recurrence of frequency of mic- 
turition, scalding and hematuria, with positive urinary 
findings, and there was cystoscoric evidence of vesical tuber- 
culosis, and pyelographic evidence of gross hydronephrosis 
and hydroureter of the remaining pelvis and ureter. 


One of these two patients gained slight symptomatic benefit 
from two four-monthly courses of streptomycin and PAS, 
but developed almost a complete stricture at his uretero- 
vesical junction. As a result of this a ureterostomy was 
established under cover of streptom: INH and PAS, the 
administration of the first-mentioned being continued for 
six months and that of the last two for twelve months. This 
man is now working, and for the past six months has 
remained relatively symptom-free. 


The other patient was treated immediately with strepto- 
mycin and INH and PAS. Within six months the bladder 
findings were normal, and apart from slight frequency 
of micturition he was symptom-free. He has now been 
working for six months, has urine free from tubercle bacilli 
and feels well. 


Another patient in this group had undergone the removal 
of the right kidney and inelae 4 pyonephritis three years 
previously. He received a two-week streptomycin “cover” 
only, although there was cystoscopic evidence of vesical 
tuberculous ulceration. Frequency of micturition and positive 
urinary findings persisted after operation, desp 
monthly courses of streptomycin plus PAS. In 1952 the 
administration of INH with the PAS was commenced for 
a period of twelve months; at this stage there was evidence 
of extensive bladder disease, slight hydroureter and blunting 
of the lower calyces in his remaining pelvis. Within four 
months his — had disappeared, and he has now been 


working for the Fag six months; his urine is free from 
tubercle bacilli and he has only occasional frequency of 
micturition. 


The remaining two patients in this section reported in 
1952, complaining of frequency of micturition and hematuria 
during the previous few months. Tubercle bacilli were found 
in the urine, cystoscopic examination revealed mild bladder 
infection, and pyelographic examination revealed unilateral 
hydronephrosis and hydroureter. An immediate uretero- 
nephrectomy was performed in each case with a streptomycin 
and PAS “cover’, which was continued after operation. In 
each case, however, moderate frequency of micturition and 
findings persisted for some months, and in 


added to the patients’ chemotherapeutic regime, and within 
three months of this all symptoms had practically dis- 
appeared. Treatment with INH plus PAS was continued for 
twelve months. After cystoscopic examination had revealed 
normal bladders and pyelographic examination findings were 


Chemotherapy Given for Bilateral Disease. 
The three cases in which chemotherapy was given for 
bilateral disease are as follows: 
Case I.—A girl, aged twenty-one years, was at! 
chest clinic at the Royal Adelaide Hospital for observation 
of an apparently healed ulmonary 


focus. In September, 1952, she developed slight frequency 
of micturition with scalding, and a month later she had 
several bouts of hematuria. Examination of a twenty-four- 
hour specimen of urine. revealed tubercle bacilli, and in 
ureteric catheteric specimens tubercle bacilli were found, 
many from the left and a few from the right ureter. Cystoscopic 
examination revealed slight and reddening of the 
bladder walls, around each ureteric orifice. Intra- 
venous and retrograde pyelography revealed moderately 
severe left-sided hydronephrosis and hydroureter. 


A decision was made to institute prolonged conservative 
treatment. The patient was admitted to hospital and treated 
with streptomycin plus INH for six months, then with INH 
plus PAS for a further six months. After two months her 
symptoms disappeared. Cystoscopic and pyelographic exami- 
nations were carried out at three-monthly intervals; the 
results of the former became normal and those of the latter 
were unchanged. Before her discharge from hospital, all 


attempts at culture and guinea-pig inoculations of urine © 
gave negative results for tubercle bacilli. The patient has _ 


now been out of hospital for six months, has been married 
and is four months pregnant. She remains well, and her 
urine is free from tubercle bacilli. 


Casz II.—A woman, aged forty-seven years, was admitted 
to the Royal Adelaide Hospital late in 1982 for terminal care. 
Her history was as follows. She had had several attacks of 
“cystitis” over the previous few years, but during the past 
six months she had noticed increasing frequency of mic- 
turition (20 times during the day, 12 times during the night), 
extreme lassitude, loss of weight and frequent frontal head- 
aches. The urine contained tubercle bacilli, and cystoscopic 
examination revealed extensive tuberculous inflammation and 
ulceration of the bladder. The right ureteric orific was not 
found. Pyelographic examination revealed gross hydro- 
nephrosis and pronounced hydroureter on the left side, with 
an epparently functionless right kidney. The blood urea 
nitrogen content was 48 milligrammes per 100 millilitres. 


While the foregoing investigations were being carried out 
she was given a few injections of streptomycin, but developed 
extreme toxic reactions in the form of rash, nausea and 
giddiness. A chest X-ray film showed apparently healed and 
calcified apical opacities. 

On her admission to the Royal Adelaide Hospital she 
appeared to be in an almost uremic state, and had been 
given up as being in a hopeless condition. INH therapy was 
commenced immediately, 400 milligrammes being given daily, 
and also minute doses of dihydrostreptomycin. The latter 
were gradually increased to one gramme every second day 
without apparent toxic side reactions. 


Her clinical condition gradually improved during the 


following months. After nine months dihydrostreptomycin | 


was stopped and PAS was substituted, and after fourteen 
months she was discharged home. 


At that stage her symptoms had cleared up and she felt 
very well; her urine contained no tubercle bacilli (chemo- 
therapy was stopped for a few days prior to these tests), the 
blood urea nitrogen content was normal, cystoscopic exami- 
nation showed healing of all ulceration with only a few 
areas of reddened bladder mucosa, and pyelographic examina- 
tion showed considerable contraction of the dilated left renal 
pelvis and ureter. She has now been home for four months 
performing light housework, is still taking daily INH plus 
PAS, and has had no recurrence of symptoms. 


Cass III.—A woman, aged forty-two years, had a history 
of hematuria ten years previously and reeurring two or 
three times a year since then. Previous investigations 
(cystoscopic examination and examination of the urine only) 
led to the diagnosis of cystitis. Several weeks prior to her 
admission to hospital, hematuria 
developed some frequency of micturition and scalding; she 
also felt very tired and listless during this period. Her urine 
then contained tubercle bacilli. Cystoscopic examination 
revealed reddened areas throughout the bladder wall with 
several small tuberculous ulcers, gg blood was coming 
from her left ureteric orifice, and it was impossible to 
catheterize the right ureter. examination 
revealed a functionless right kidney. The administration of 
streptomycin and INH was commenced; the former was 
continued for six months and the latter was then combined 
with PAS for a further six months. 


The patient’s symptoms rapidly disappeared, and after one 
month in hospital bleeding had stopped completely. Repeated 
pyelographic examination revealed no change until nine 
months after the commencement of treatment, when some 
— of the right renal pelvis was demonstrated. It was 

also possible to pass a psy catheter up the right 
ureteric tract for one and a half inches and to inject some 
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aye. Cystoscopic examination then revealed almost normal 
pladder walls. All bacteriological tests performed since her 
admission to hospital gave negative results, but little 
emphasis was placed on these results as chemotherapy was 
being given at the time. She was disc home ten 
months after her admission to hospital, and has remained 
well over the past three months. 


Prior to the discovery of the more specific anti-tuber- 
culosis drugs, the prognosis for genito-urinary tuberculosis 
was poor, especially if the condition was bilateral or if it 
was associated with biadder disease. 


When this small series of cases is reviewed, it seems 
that isonicotinic acid hydrazide in particular is very effec- 
tive against this type of tuberculosis; in fact, the good 
progress of those patients who relapsed after previous 
surgical treatment, or who were suffering from bilateral 
disease, seems to date from the addition of this drug 
to the chemotherapeutic attack. It appears to act on the 
genito-urinary tract in the same beneficial way as it does 
on the respiratory and meningeal tracts. 


The two patients in the first category who were prepared 
for surgical treatment with sanatorium care and chemo- 
therapy never appeared likely to retrogress, as occurred 
often with those receiving immediate surgical treatment 
with or without an antibiotic “cover”. 


It is hard to understand the reluctance of some surgeons 
to combine a medical preparation with their own activity. 
The two reasons mainly put forward for this are the likeli- 
hood of the tubercle bacilli becoming drug-resistant and 
the danger of ureteric stricture formation or bladder con- 
traction, due to fibrosis from healing lesions. 


Drug resistance is most unlikely to appear if two drugs 
-are used synergistically in adequate doses, and also a pre- 
operative course of chemotherapy need last for only two 
or three months. Stricture formation is rare in early cases 
of disease, and can be treated by dilatation if necessary; 
also with higher doses of drugs fibrosis may be less. 


_ There are many reasons favouring such pre-operative 
and post-operative treatment. Firstly, the disease may 
always be originally bilateral, and it is hard to exclude 
activity in the “good kidney” merely on _ radiological 

grounds and a negative finding in a ten-minute ureteric 

catheter specimen compared with a positive finding in a 
twenty-four-hour specimen of urine. A two to three months’ 
course of intensive chemotherapy will do much to ensure 
that any non-obvious disease on the good side will not be 
activated by surgical treatment. In addition, excision of one 
ureter and kidney is often performed in the face of tuber- 

~ culous bladder disease; but an attempt should be made to 
heal this first. Lastly, the patient may be in a debilitated 

state as a result of the tuberculous disease; two to three 
months’ chemotherapy often relieves worrying symptoms 
and builds up the general state of health of the patient. 


All the patients in the second category grew ‘vorse after 
operation; but when INH was given with streptomycin 
they all did very well, and within eighteen months they 
were all back at work with virtually no symptoms. I con- 
sider that the main reasons that they broke down were the 
immediate performance of operation in the face of bladder 
disease, and insufficient evaluation of disease of the contra- 
lateral urinary tract. It seems paradoxical to suggest, as 
some writers do, that chemotherapy is best reserved for 
unilateral tuberculosis with secondary cystitis, occurring 
in patients who have been subjected to nephrectomy. Surely 
one of the best effects of chemotherapy is in the prevention 
of such a state. 


The patients in the third category all suffered from 
bilateral disease and were considered unsuitable for 
surgery. All responded very well to chemotherapy, especi- 
ally the two with far advanced disease who appeared to 
be in terminal stages. Symptoms cleared up almost miracu- 
lously, even frequency of micturition of up to 12 times 
a night was abolished, bacteriological conversions of urine, 
however temporary, occurred in each case, bladder disease 
cleared up, and the radiological appearance of the pelvis, 


ureter and bladder showed at least no deterioration in any 
case. No strictures were observed, and in one patient one 
ureter actually became patent. - 


These patients were at least saved from an early death, 
and I consider were entitled to chemotherapy, even for 
the relief of their symptoms alone. Many writers suggest 
that this should not be given in far-advanced cases, as 
stricture formation and bladder contraction may occur, 
_ also that chemotherapy has no effect on far-advanced 
lesions. 


The fact that fibrosis does occur and that symptoms 
clear up surely refutes this view. 


_It appears even from this small number of cases that 
a tuberculosis physician should work closely with any 
genito-urinary surgical team in the assessment and deter- 
mination of the treatment in each case of genito-urinary 
tuberculous disease, and also that a régime of sanatorium 
care and chemotherapy, with surgery if indicated, per- 
formed at the optimum time, should be carried out in all 
cases. 

Tuberculosis of the genito-urinary tract is like tuber- 
culosis anywhere else in the body, and should always be 
considered in that light. 


Summary. 


The present literature concerning the chemotherapy of 
genito-urinary tuberculosis has been briefly reviewed. 


Ten cases of the disease treated in South Australia have 
been analysed. 


It appears from this series that isonicotinic acid hydra- 
zide, used with streptomycin, is a most effective chemo- 
therapy; that whenever possible a pre-operative course of 
these drugs should be given for two to three months in 
order to render operation safer; and that far-advanced 
disease responds very well, especially clinically, to this 
régime of treatment given over a minimum period of - 
twelve months. 


A plea is made for close cooperation between surgeons 
and tuberculosis physicians in the assessment of treatment 
and in the management of all patients with genito-urinary 
tuberculosis. 
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THE DIAGNOSIS OF AMINOACIDURIA IN CHILD- 
HOOD: CYSTINE STORAGE DISEASE AND 
CYSTINE-LYSINURIA. 


By J. W. Perry, Anne E. Moore, 
and W. B. MAcDoNALD, 
Royal Children’s Hospital, Melbourne. 


Tue term aminoaciduria is reserved for the pathological 
conditions in which aminoacids in excess of normal are 
excreted in the urine. 

The presence of aminoacids in urine depends mainly on 
the circulating aminoacids of plasma, the level in which 
varies from two to six milligrammes per 100 millilitres. 
Less aminoacids are detectable in urine than in plasma, 
both in total quantity and in number, which indicates that 
renal reabsorption occurs. It has been shown by Bayer 
et alii (1947) that in the dog certain aminoacids may 
compete for reabsorption with each other in the renal 
tubules, and the considerable work done on this subject 
indicates that there are at least two tubular mechanisms 
for tubular reabsorption. 

Jonxis et alii (1952) state that the concentration of free 
amino nitrogen: in the twenty-four-hour urine of a normal 
child seldom exceeds 20 milligrammes per 100 millilitres. 

A number of children without pathological amino- 
aciduria examined at the Royal Children’s Hospital, Mel- 
bourne, showed amino nitrogen excretion below 20 milli- 
grammes per 100 millilitres (Table I). 

Aminoacids described as normal in urine include glycine, 
glutamine, alanine, threonine, serine and lysine. Hydro- 
lysis may free aspartic acid. Traces of other aminoacids 
have been described. 3 

Jonxis and Huisman (1953) state that the excretion of 

aminoacids by normal children is relatively unaffected by 
the diet and the total nitrogen output. Our own figures 
show quite a wide scatter within the normal range; but 
the diets taken by these children were not controlled with 
regard to protein intake, and the ages varied widely. 
Variation is reported by Komrower (1953) in the amino- 
aciduria of galactosemia when the diet is altered. 
. The mechanisms of aminoaciduria suggested by Dent 
(1947) are twofold, the “overflow” type caused by the 
presence of excess aminoacids in the blood, and the “renal” 
type, in which there is a loss of aminoacids in the urine 
without an elevation of blood amino nitrogen level. 

To attempt to classify pathological aminoaciduria is 
presumptive of an understanding of etiology, which is 
incomplete at the present time. However, Brick (1952) 
has presented a useful grouping into primary and secon- 
dary aminoacidurias which facilitates the clinical approach. 
The primary group consists of disorders of nitrogen metabo- 
lism the causes of which are unknown, and the presence 
of aminoaciduria constitutes either the only abnormality 
or one of the most important of the metabolic abnormalities 
present. The secondary aminoacidurias have either an 
endogenous cause, such as that seen in severe hepatic 
insufficiency, or an exogenous causé, as with certain toxic 
agents. 

We consider that mo better approach can be made than 
to use Dent’s classification into overflow and renal types 
of aminoaciduria. He believes that: with the presence of 
abnormal aminoacids in the urine the functional capacity 
and interrelationship of at least two organs, the liver and 
the kidney, must be considered. 

Bickel et alii (1952) clearly indicated that the essential 
problem was sensed by Lignac in 1924, when he put forward 
the still unanswered query as to whether excess aminoacid 
in the urine was due to impaired kidney function or to 
pre-renal disturbance of protein metabolism. 

The presence of aminoacids in urine of normal newborn 
babies sometimes leads to confusion, especially if an 
assiduous investigator examines the urine of a newborn 
sibling of a patient with pathological aminoaciduria. 


*“Amino nitrogen” refers throughout to a. amino nitrogen. 


The urine of pregnant women contains increased amounts 
of histidine, and ACTH and cortisone therapy is alleged 
to be associated with an increased aminoacid output in 
the urine. 

The urine of those children whose cases will be reported 
has been examined by techniques fundamentally the same 
as those introduced by Dent (1948), who first applied 
partition chromatography to clinical medicine, and whose 
numerous contributions to the subject of aminoaciduria 
have secured for him an intérnational reputation. 


Handling of Specimens. 


Many biological fluids are examined in the course of 
routine clinical work. With urine, whilst it is desirable 
to use an aliquot of a twenty-four-hour specimen, it has 


been customary in this laboratory to use random specimens. 


for a screening test. The routine followed has been that 
recommended by Dent (1948); untreated fluid is used in 
volumes. of 10 to 50 microlitres, and a descending one- 
dimensional chromatogram is employed with phenol as the 
solvent. Sodium cyanide and ammonia as recommended 
by Dent have always been used. 


The result of this run has determined what further 
course will be taken; but usually as a check on fluids which 
are apparently normal on this run, the fluid has been 
concentrated five or ten times by the use of a hair dryer 
to blow warm air on the specimen in a crucible or evaporat- 
ing dish. Urine can be brought almost to dryness and 
reconstituted to the desired volume with distilled water. 
If salt concentration’ interfered with chromatographic 
results, electrolytic desalting was undertaken by means of 
— of Consden et alii (1947) modified by Dent 

If results from the foregoing screening tests indicated an 
abnormal number of aminoacids, a two-dimension run with 
the use of phenol and collidine was performed, in addition 
to a run on a single dimension after treatment with 
hydrogen peroxide to show up cysteic acid. 


Other solvents have been tried, but phenol and collidine 


despite some inconvenience in handling have been found : 


satisfactory. 
_ Quantitative Estimations. 

Aminoacid concentration has been estimated by the 
ninhydrin carbon dioxide method of Van Slyke et alii 
(1943), which measures the a amino nitrogen of free 
aminoacids. This is the most specific method for amino- 
acid estimation, and in spite of requiring extra time and 
equipment, it has been found more satisfactory than the 
formol titration method or the copper reduction method 
of Albanese and Irby (1944), both of which have been 
tried in this laboratory during the establishment of paper 
partition chromatography as a routine diagnostic measure. 

It has been the custom in dealing with specimens for 
quantitative analysis to request a twenty-four-hour speci- 
men and to advise storage in a refrigerator during collec- 
tion. On receipt of the specimen in the laboratory, an 
aliquot is taken after the volume has been measured, and 
the bulk is discarded. 

The specimen for quantitative and chromatographic 
examination can be handled immediately or stored in a 
“deep freeze” at —15° to —20° C. The omission of a preser- 
vative has been the practice because adequate refrigeration 
has been available. Dent (1947) recommends the addition 
of 50 millilitres of approximately 1-5 normal hydrochloric 
acid to twenty-four-hour specimens, and points out that 
preservatives such as thymol or chloroform can be used, 


but not without detrimental results. 
It has been the practice to examine urine by estimating 
the total amino nitrogen output and expressing the ratio 


of this to the total nitrogen output, estimated by the micro 
Kjeldahl method, as a percentage. Therefore the result 


Total amino nitrogen 
Total nitrogen 


A figure suggested by other workers for normal is a range 
from 2% to 4%. Our findings in children have been 


obtained has been as follows: x 100. 
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TABLE I. 
Alpha Amino Nitrogen. 
Case Alpha Amino Nitrogen Ratio After 
Number. Condition. Age. Milligrammes x 100. | Hydrolysis. 
100 in 24 Total (Percentage.) 
litres. Hours. 
I Arthritis of hip. . 7 years. 9-2 35-0 0-88 2-63 
II Arthritis of hip. . 8 years. 3-9 60°3 0-48 1-94 
iit Arthritis of knee 11 years. 5-9 48°3 0-58 1-94 
IV Head inj 9 years. 6:6 70-0 0°57 2-04 
Vv fractured femur 10 years. 6-6 55-8 0-80 2-70 
VI af inj 12 years. 19-8 73:3 0-98 2-90 
vil Fractured femur 8 years. 12-6 82-0 1-08 2-42 
vill Tuberculous arthritis 6 years. 5-2 41-5 1-06 3-11 
Ix Osteomyelitis .. 13 years. 8-1 129-0 0°75 2-49 
x Osteomyelitis .. 10 years. 10-7 116-0 0-81 2°66 
XI Cystic fibrosis of the pancreas 3 years. 10-2 16-3 0°85 —_ 
XII Cystic fibrosis of the pancreas 6 years. 4:7 9-6 0-79 _ 
XTi Cystic fibrosis of the pancreas 9 months. 5:0 19-0 1:01 2-58 


somewhat lower and mostly have been below 2% (Table I). 
However, abnormal results have varied greatly, and in 
one case the figure recorded was 22% (Case V, Table II). 


Before we proceed with the presentation of several case 
reports, examples will be given of some conditions charac- 
terized by transient aminoaciduria of variable clinical 
significance and rarely of permanent importance. Figure I 
shows a photograph of serial chromatograms on the urine 
of a child to whom protein hydrolysate was being adminis- 
tered intravenously. Figure II shows a unidimensional 
chromatogram of the urine of a child with an undisputed 
clinical attack of infectious hepatitis. 


We have encountered increased aminoacid excretion in 
the urine of two children who became jaundiced during 
an attack of severe entero-colitis, and in the urine of a 
patient with severe second and third degree burns. 


The only one of three patients with galactose intolerance 
whose urine we have examined was found not to be 
excreting the increased amount of aminoacids described 
by Komrower (1953); -but as was previously mentioned, 
this author emphasizes the influence of diet on this com- 
ponent of the urine of galactosuria. 


Casz I.—A., a female child, aged eight months, the first 
child of the family, whose birth weight was 3:3 kilograms, 
was normally delivered after a normal gestation. She pre- 
sented with a history of three months’ intermittent vomiting, 
loss of appetite, polydipsia and constipation. Bouts of fever 
and frequency of micturition had occurred. Clinical and 
pathological examination revealed a low-grade urinary tract 
infection with mild pyuria. Escherichia coli was grown on 
culture from the urine. 

During a period of three months in hospital the child’s 
condition fluctuated according to the activity of the urinary 
tract infection, the organism becoming progressively resistant 
to antibiotic therapy. ' Radiological investigation of the 
urinary tract wy retrograde and excretion pyelography 
revealed no abnormality. The ou g clinical features 
at this time were as follows: persistent low-grade pyuria, 
constant albuminuria, transient glycosuria and failure to 
gain weight. 


She was discharged from hospital with a diagnosis of 
chronic urinary tract infection which had led to permanent 
renal damage. Her blood urea content was then 46 milli- 
grammes per 100 millilitres. Her urine still contained a few 
pus cells, and HZ. coli was recovered on culture. 

After three months at home she was readmitted to hospital, 
still with little gain in weight and with a urinary tract 
infection, EZ. coli persisting. Her blood urea level had risen 
to 56 milligrammes per 100 millilitres. Chromatograms at 


‘this time revealed the presence of at least 12 aminoacids in 


her urine including cystine (Figure III). Plasma aminoacid 
amg were normal after the ingestion of a protein (casein) 
m 

The possibility of cystine storage (Lignac-Fanconi) disease 
was considered at this time, but though the skeleton was 
examined radiologically no evidence of rickets was obtained. 
On a number of occasions blood urea levels were above 45 
milligrammes per 100 millilitres, and serum electrolytic 
estimations revealed low serum potassium, sodium, chloride 
and bicarbonate concentrations. The serum calcium content 
ranged from 4-0 to 5-3 milliequivalents per litre, but the 
serum phosphorus content remained normal and the proteins 
were not significantly altered. At this time she was dis- 
charged from hospital, aged one year and five months, and 
weighing kilograms. 

One year and ten months later she was readmitted to 
hospital. Since her discharge she had been well until two 
days previously, when vomiting and mild diarrhea had com- 
menced. The vomiting had persisted, and the child had 
become severely dehydrated. A provisional diagnosis of 


uremia with possible gastroenteritis was made. Investiga-— 


tion revealed a more definite hypoelectrolytemia. The serum 
electrolyte contents expressed as milliequivalents per litre 
were as follows: sodium 123, chloride 87, bicarbonate 13. 
However, the serum phosphorus content had risen to 33 
milliequivalents per litre. The blood urea content had risen 
to 86 milligrammes per 100 millilitres. Repeated electrolyte 
examinations confirmed the pattern of lowered serum sodium, 
potassium, chloride and bicarbonate concentrations, with 
elevated phosphorus content and a reciprocally lowered 
serum calcium content. Blood urea concentrations progres- 
sively increased up to 310 milligrammes per 100 millilitres. 


Bone marrow examination revealed the presence of cystine 
crystals (Figures IV and V), although repeated chromato- 


TABLE II. 
Alpha Amino Nitrogen. 
Case : Alpha Amino Nitrog Ratio After 
t Mil x 100. Hydro! 
litres. Hours. 
| 
I Nephritis 5 ths. 3-9 23-4 2-60 15-4 
5 6:7 2-22 
It | Oystine storage disease 8 years 3 months be 3:8 0°63 | 308 
Ill Cystine storage disease 1 year 6 months. 16 107-0 2-30 4-14 
10-9 68:0 1°65 5-32 
| 12-8 110-0 3-44 | 6-64 
Iv Pheny: rs 6 months 10-3 1:32 oa 
Cystine-lysinuria 12 years 6 months, ne 
Be 
va Wilson disease. 1 year 26-6 1 4g | ~ 
rinary tract infection 10:7 1-47 
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graphic showed that the aminoacid 
had diminished bo 
results confirmed. the diagnosis of cystine storage (Lignac- 
Fanconi) disease. 


After twenty-three days in hospital the patient was dis- 


charged home and is still under observation. Her urinary 


tract infection has diminished but is still present. The very 
high blood urea and increasing serum ou hhosphate concen- 


x 


O° 


Fieure III. 
Tracing of an original 
: 


right to. left with 
ture. Garey, hydrin in n. bu 
acid 4, serine : 


trations, together with acidosis and hypoelectrolytemia, 


clearly indicated severe renal damage. A creatinine tolerance 
test (Sundal, 1958) confirmed the presence of severe impair- 


~ ment of glomerular function, and a phenolsulphonephthalein 


excretion test showed that tubular excrétion of dye was poor, 
only 26-8% being excreted a hours after the intramuscular 
injection of six milligrammes 


Cass II.—B., a male child, mee one year and six months, 
weighing seven kilograms, presented with a history of © 
anorexia and intermittent vomiting often months’ duration, 
thirst of insidious onset and irritability present for one 
month. His birth weight was 3-4 kilograms, and at the age of 
one year he weighed 7:3 kilograms, but’ had not progressed 
from that date. His neuro-muscular development was 
average, so that he was walking with support when ten 
months old, but he had failed to ‘advance from that age. 


Examination of the patient revealed him to be a delicate 
child with fine fair hair, dry skin, and at times definite 
impairment of hydration. Observations confirmed the 
presence of thirst and polyuria. Muscle tone was poor. A 
routine radiographic examination of the chest ok 
rhachitic changes at the costo-chondra] junctions, although 


clinically evident deformity was slight. Skiagrams of the 


long bones showed gross rickets in the absence of clinical 
skeletal deformity. 


th quantitatively and qualitatively. These 


A diagnosis of cystine storage disease was made, and 
confirmed by the demonstration of cystine crystals in the 
bone marrow. Paper chromatographic examination of the 
urine revealed the findings shown in Figure VI. The serum 
electrolyte concentrations expressed as milliequivalents per 
litre were as follows: sodium 140, potassium 3-0, calcium 6:8, 
bicarbonate 16-5, chloride 111, phosphate 1-7, proteins 16-8. 
Thus the potassium and bicarbonate levels were low, whilst 
the calcium and chloride levels were high. The serum 
alkaline phosphatase content was 30 units per 100 milli- 
litres (Kimg and Armstrong). 

Subsequent investigations demonstrated impaired renal 
function. The blood urea level was raised, and four estima- 
tions ranged from 46 to 76 milligrammes per 100 millilitres. 
With rapid urine flow, the urea clearance was 27 millilitres 


per minute, and endogenous creatinine clearance corrected 
for chromogens was 45 millilitres per minute, both corrected 


to a surface area of 1:73 square metres. Urine concentration 


was poor, and after seventeen hours’ water deprivation, when 
the child was clinically dehydrated, the specific aawrty of the 


VI. 


Tracing of an original 
chromatogram of the urine in Case ’ 
run from top to bottom with phenol 

and from right to left ¥ with collidine- ‘ 


12 


lutidine mixture. Spray, 0- 0-1% ninhydrin 


glu itrulline ; 7, hydroxy- 

pro ; 
13, tyrosine ; ; 14, ‘unidentified spot. 


urine was only 1-016. Excretion of phenolsulphonephthalein 
administered intramuscularly was poor, only 45% and 41% 
being excreted after six hours on two occasions. Excretion 
of inorganic phosphate estimated in twenty-four hour 
specimens of urine was raised, whilst calcium excretion was 
normal. . The urine was frequently neutral or alkaline in 
reaction. Microscopic examination on numerous occasions 
revealed no abnormality. Excretion pyelography revealed 
normal anatomy of the pelves, calyces and -ureters on both 


Novemper 20, 1954 


a 
3 
14} 
7 
“qe, 
ah 
aspartic acid; 2b, glutamic acid; 3, 
ne: 4 giycine; 5a, alanine; 5b 


NOVEMBER 20, 1954 


THE MEDICAL JOURNAL OF AUSTRALIA 816 


sides; but maximal concentration was not obtained ‘in the 
marly films, which indicated impaired tubular excretion of 

A pitressin sensitivity test was performed in which, after 
ten hours’ water deprivation, 420 millilitres of water were 
given orally, and five pressor units of pitressin were injected 
intramuscularly. The activity of pitressin was demonstrated 
by pallor, abdominal colic and the passage of a large stool, 
but the diuretic effect was insignificant, as 235 millilitres of 
urine were excreted in four hours. These limited renal 
function tests revealed renal damage and pitressin resistance 
of a degree found in other instances of cystine storage 
disease (Bickel et alii, 1952). 

The child has been treated as an out-patient for three 
months with the daily administration of 50,000 units of 
calciferol, 60 grains of calcium glutonate and a sodium, 
potassium citrate and citric acid mixture. Over this period 
he has been active, alert and happy, and is now running and 
climbing. His appetite has improved, but his thirst and 
polyuria have not decreased, and his weight remains 

stationary. Radiological examination has shown that the 
rickets has healed to a remarkable degree, and no clinical 


Getorméty is evident. Serial estimations of serum electrolyte 
da alkaline phosphatase contents revealed a return towards 


normal limits, except for calcium, which has increased 


further. The most recent figures, expressed as milli- 
equivalents- per litre, were as follows: sodium 138, potassium 


37, calcium 7°}, bicarbonate 21°6, chloride 106, phosphate 
2-2, 2-2, proteins serum alkaline phosphatase 
00 millilitres (King and Armstrong 


Although the ultimate prognosis of this patient ‘is not 
good, he has shown improvement on treatment as demon- 
strated clinically and by radiological and biochemical 
observations. 

Casp III.—C., a female child, aged f years and three 
months, presented with a history of vomiting of two days’ 


duration, resulting in dehydration and listlessness. Her 
fluid intake and urinary output during this time had been 


poor. She had had two episodes of epistaxis, six and fourteen 
days before her admission to hospital. | At birth her weight 
was 445 kilograms. She developed well for six months, but 
thenceforward her progress was sluggish. 

Examination revealed her to be a pale, listless child with 
sunken eyes, inelastic skin and a harsh coug Apart f 
dehydration, the only abnormality was “pilateral corneal 


opacity, insufficient to obscure examination of the fundi. Her 
urine contained a trace of albumin, and microscopic examina- 


tion of the urine revealed an occasional red cell and granular 


. cast. Examination of the peripheral blood revealed that the 


hemoglobin value was 35% (5:1 grammes per 100 millilitres), 
and the leucocytes numbered 20,000 per cubic millimetre, 82% 
being neutrophile cells. 

After blood transfusion her hzemoglobin value rose to 120% 
(17-4 grammes per 100 millilitres). Intravenous administra- 
tion of fluid was then continued for five days, but gavage 
feeding resulted in vomiting. Investigation of the serum 
electrolyte contents gave the following figures (milli- 
equivalents per litre): bicarbonate 5-7; sodium 113, chloride 

potassium 2-2, total protein 12-7. 

ae attempts to correct this serum electrolyte dis- 
turbance her condition deteriorated, and she died eleven days 
after her admission to hospital. Urine was collected just 
prior to death for chromatographic examination, which 

revealed general aminoaciduria with cystinuria (Figure VII). 

A post-mortem examination was performed, and the follow- 
ing findings are worthy of note. Both kidneys were smaller 
and paler than usual, and the cortex was thin. A white 
granular deposit was seen extending from the cortex into 
the medulla. There were several small subcapsular hemor- 
rhages and n ous small cystic areas in the cortex. Micro- 
scopic examination of the kidneys showed the changes of 
chronic nephritis. Examination of the lungs revealed inflam- 
matory changes in the bronchi and some gravitational 
cedema. A few small areas of fat necrosis were seen in the 
pancreatic retroperitoneal area. 

Cases I and Ili illustrate the condition of storage 
diséase, and their diagnosis in the light of present know- 
ledge is beyond doubt. The evidence in support of the 
diagnosis in Case III is less complete; but it is thought 
that a diagnosis of cystine storage disease is likely after 
consideration of the history, signs of renal damage, hypo- 
electrolytemia, corneal opacity and general aminoaciduria. 


Nomenclature of the Disease. 


PR ogg thea r we have used the name cystine 


Fanconi disease. Both these names are suggested by Bickel 
and his co-workers, who give preference to the latter. 


The important practical point which emerges is stated 
in their publication as follows: 


Thus in the last 26 years a clearly defined entity 
cystine storage disease with amimnoaciduria or Lignac 
Fanconi disease has been isolated from the * complex 
renal rickets group. The primary extra-renal origin of 
this disorder appears to be established. 


From.a large group of case reports by numerous authors 
and their own additional cases, these workers have 
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extracted cystine storage disease as an entity, described 
acute, subacute and chronic forms, and tabulated {ts impor- 
tant clinical and laboratory features. Happily for the 
clinician, they have emphasized cystine storage, general 
aminoaciduria and dwarfing as of the greatest importance 
in establishing the diagnosis. They have also stated that 
the diagnosis should be suspected in relation to all stunted 
children whose dwarfing is not obviously the result of 
other causes. Reference is made by them to a similar 
disease in adults, but it is not established whether the 


‘disease in infancy and that in adults are identical or even 


related. 
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has given us another 


tion chromatography 
to the problem of failure to 


t technique to apply 


Cystine-Lysinuria. 
Cystine-lysinuria received its name from the occasional 


graphic examination of the urine reveals an increased 
excretion in the urine of both cystine and lysine and 
occasionally arginine. It is an hereditary condition present 
from birth and consistent with normal health apart from 
a tendency to form. stones. Stones occur with greater 
frequency in acid urine, in which the relatively insoluble 
cystine is even less soluble. 


Apart from renal tract damage secondary to mechanical 
effects, the patients are prone to none of the progressive 
metabolic imbalances and manifestations of cystine storage 
to which those suffering from cystine storage disease are 
liable. The aminoacid pattern of the urine is fairly ame. 
teristic and does not show the general aminoaciduria of 
cystine storage disease. Crystals of cystine may be found 
in the urine (Figure VIII). 


The following case is one of cystine-lysinuria. 


D., a male child, aged thirteen and a half years, presented 
with a history of recurrent hematuria and abdominal pains 
of ten years’ duration. At the ages of three and a half, five 
and a half and seven and a half years stones had been 
surgically removed from his renal 

On the present occasion radiologi m revealed 
calculi in the left kidney. of the 
child revealed no additional abnormality, and biochemical 
tests revealed the following findings: blood urea content 43 
milligrammes per 100 millilitres, serum eognerr phosphatase 
content four units per 100 millilitres (King and Armstrong), 
serum calcium content 6°6 milliequivalents per litre, serum 
phosphorus content 2:7 milliequivalents per litre. Radio- 
logical examination of the skeleton revealed no abnormality, 
and no red cells were detected in his urine on microscopic 
examination. 

Upon the child’s discharge from hospital, examination of 
the urine revealed the typical cystine crystals, which were 
birefringent. Chromatographic examination of the urine 
before and after oulidtion with hydrogen peroxide revealed 
the presence of cystine in abundance and an intense spot in 
the area usually occupied by lysine. Microscopic examination 
of the urine revealed c: as shown in Figure VIII, and 
the result of estimation of the ratio of total to amino nitrogen 
is shown ir Table II. Since his discharge from hospital the 
patient has remained well, and is taking a mixture to main- 
tain alkalinity of the urine; he has had no further recurrence 
of calculi. He still excretes cystine in his urine, and occasion- 
ally cystine crystals are found in a centrifuged deposit. 


Discussion. 


The cases recorded exemplify two diseases, both of which 
have aminoaciduria as an important diagnostic sign. Paper 
chromatography has played an important part in differen- 
tiating them and will remain a valuable diagnostic aid. 

Cystine storage disease is revealed by other important 
diagnostic measures, such as ines of the bone 
marrow and the cornea, which may more accessible 
to the clinician until paper partition 
becomes more. widely used in 

The additional evidence afforded by estimation of the 
total nitrogen excretion and its “relationship to amino 
nitrogen excretion confirms the presence of abnormal 
amitioacid excretion. It is thought that this addition to 
is essential fon, the adequate investigation 

cases. 

Some light has been thrown on the of 
rhachitic children by Jonxis and Huisman (1953). They 
“a was seldom greater than twofold. 


wt similar to 


chromatography 
the clinical field in this 


IN hydrochioric acid 


observed by Jonxis and Huisman. In the urine of the 
two patients with cystine storage disease examined in this 
way, there was no greatly increased liberation of amino 
nitrogen after hydrolysis, which suggests that the amino 


_ nitrogen was excreted mainly as free amino acids. 


This observation is interesting in the light of Case I 
(Table II), in which there was a great increase of amino 
nitrogen after acid hydrolysis of deproteinized urine. It 
was thought in this case that this was evidence in favour 
of primary nephritis rather than cystine storage disease. 


It has been suggested (Hird, 1953) that penicillin may 
increase the excretion of amino nitrogen by interference 
with tubular reabsorption, but in the urine of three of the 
laboratory staff examined after intramuscular injection of 
penicillin (300,000 units) no significant difference was 
noted in amino nitrogen excretion. Investigation of several 
children undergoing treatment with streptomycin for 
various conditions showed no quantitative increase in 
amino nitrogen output. 


Our experience with paper partition chromatography has 
left us with the conviction that it is an essential technique 
in the investigation of a number of childhood conditions, 
most of which enter into the differential diagnosis of failure 
to thrive, and that quantitative estimations of amino 
nitrogen output in addition to paper chromatography are 
desirable, the Van Slyke technique being employed if 


Summary. 


1. The technique of paper partition chromatography as 
selected from the literature for establishment as a routine 
on measure in a children’s hospital has been 


2. Three cases of cystine storage disease (Lignac- 
Fanconi disease) and one case of cystine-lysinuria have 
been described. 
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Reports of Cases. 


A SPARGANUM FROM A QUEENSLAND WOMAN. 


By DororHea F. SANDARS, 
Queensland Institute of Medical Research and Department 
of Social and Tropical Medicine, University 
of Queensland. 


In 1892 Speneer recorded two cases of abdominal tumours 
in patients in New South Wales, which he ascribed as 
being due to Bothriocephalus liguiloides (sic). However, 
from the description of the worms recovered from one of 
these patients it would seem unlikely that these were 
actually cases of sparganal infection. 

In 1905 MacCormick and Hill described a sparganum 
from a patient who had never been beyond forty miles 
from Sydney, New South Wales. The sparganum occurred 
inside “a fatty tumour” which was recovered from “under 
the skin in the upper part of the right lumbar region, at 
the costal margin”. It was identified by Hill as Bothrio- 
cephalus ‘mansoni (Cobbold). 

In 1915 and 1918 Cleland recorded a sparganum recovered 
from “a small inflammatory swelling in the front of the 
leg of a patient”. It is of interest that this patient was a 
resident of Sydney, who had spent his week-ends at a 
camp at Middle Harbour. 5 

There seems little doubt that both the cases recorded by 
per er and Hill and by Cleland were sparganal 
infections. 


Clinical Record. 


On February 2, 1953, a female patient, aged thirty-eight 
years, reported to the out-patient department of the 
Brisbane General Hospital, with a small subcutaneous 
nodule in the inside of the right thigh about six inches 
below the groin. This lump had first appeared in December, 
1952, being about the size of a pea, was not raised above 
the surface of the leg, and evidenced itself by a distinctly 
red, itchy patch. After its presence had been noted it 
was seen that the lump grew quite rapidly; it moved 
freely in all directions under the skin. 


On February 8 the patient again visited the hospital. 
The lump was larger and evidenced by a reddened area 
about three-quarters of an inch in diameter; it was slightly 
tender, and there was no regional adenitis. She was 
referred to the Queensland Radium Institute, where a 
diagnosis of “? soft fibroma” was made and biopsy excision 
recommended. 

About a fortnight after the first visit to hospital the 


patient reported that- another, smaller lump had come ep - 


near the first lump. About two inches all around the lumps 
was purple, just as though it had been bruised; later it 
became hard and white. The area was not unduly painful. 


On February 19 a hard, fibrous nodule was removed. 
Inside the nodule “a flat long white worm” was seen, and 
a tissue section confirmed .the presence of a helminth. This 
was referred to the Queensland Institute of Medical 
Research, where the worm was identified as a sparganum. 


Spargana are wrinkled but unsegmented, flat, strap-like 
worms, usually white and of varying length up to 12 
inches. In sections they may be readily identified by the 
cuticle, the long-hecked subcuticular cells, and the uniform 
mesenchyme, in which no organs are evident (Figure I). 


Pathological Findings. 


In sections the worm was found to be lying in the 
subcutaneous tissue, in a clear space (probably largely due 
to shrinkage during fixation) about four millimetres below 
the skin surface (Figure I). It was surrounded by fatty 
areolar tissue, in which there was considerable mixed 
inflammatory reaction. The main reaction was of the 
“foreign body” type, with dense masses of fibroblasts, 
macrophages, lymphocytes, and a few plasma cells and 


rather poorly developed giant cells (Figure IL). In addition, 
there were numerous eosinophile cells in scattered groups, 
both within the inflammatory mass and in the fatty tissue 
immediately surrounding it, suggesting a superadded 
allergic element. 


The worm showed no sign of degeneration, but the 
picture as a whole gives the impression that man may not 
be a truly normal host for this species of sparganum. 


, Discussion. 


Diphyllobothrium erinaczi, a common tape-worm of cats, 
dogs and foxes in Australia, has a wide distribution in 
south-east Queensland and New South Wales, the sparganal 
stage occurring also in a wide range of hosts. As well as 
the natural intermediate hosts—namely, frogs, lizards, 
snakes, native cats (Dasyurus viverrinus and Dasyurops 
maculatus) and feral pigs—laboratory mice and rats have 
also been shown experimentally to serve as suitable 
reservoir hosts for the sparganal stage in the life cycle 
(Sandars, 1953). It appears that these spargana may 
survive in a series of hosts, invading the muscular tissues 
and probably increasing in size in each, until the final 
host is reached, when they develop into the adult worm. 
To such cases Baer (1951) applies the term paratenic hosts. 


Since a wide range of animals may serve as intermediate 
hosts for these spargana, it seems probable that man may 
also serve as a reservoir or paratenic host. In common 
with many larval cestodes, these spargana are extremely 
sticky; the writer has observed from personal experience 
that they adhere very firmly to the hands. Hence, throvgh 
the handling of infected meat human infection could be 
readily effected, especially as it is only necessary for the 
anterior end of the sparganum to be swallowed. This 
then penetrates the wall of the small intestine, migrates 
to its final location, usually in the muscular system, and 
grows again into a sparganum. It is interesting that the 
sparganum in the present case was recovered from the 
thigh, which is a common location for spargana in 
naturally infected Queensland frogs and in laboratory- 
infected rats. 

Gordon et alii have recorded that feral pigs in New 
South Wales are extensively infected with spargana, which 
have been shown experimentally by Bearup (1953) to be 
the larval stage of Diphyllobothrium erinacei (Rudolphi). 
Information from the Queensland Department of Agricul- 
ture and Stock shows that a few cases of sparganal infec- 
tions have recently been found in pigs slaughtered at 
Rockhampton, Queensland. It is probable that the infection 
in Queensland feral pigs may be much greater than 
present records indicate. 

It therefore seems relevant that the present patient had 
been camping with her family in December, 1951, a few 
miles outside Talwood, near the Queensland—New South 
Wales border. Wild pigs had been shot and she had been 
the only one who had done the preparation and cooking 
of the meat. The lump became evident on her thigh 
twelve months later. Apparently no other member of the 
party had subsequently developed any lumps. 


In view of the ease with which this parasite is trans- 
ferred from one host to another, in conjunction with the 
fact that it is 'a common form, it seems surprising that 
so few cases have been recorded from man in Australia. 
In lower animals the parasite usually lies between muscle 
bundles, and there is little or no local reaction, so it is 
possible that some sparganal infections in man may pass 
unnoticed. Undoubtedly also there are cases in which odd. 
lumps are removed from patients, the causative agent 
never being diagnosed. 


Conclusion. 


Although it is impossible to state definitely the mode of 
infection and specific identification of the sparganum now 
being recorded from a Queensland woman, circumstantial 
evidence would indicate that it was contracted from 
infected feral pig meat from the vicinity of Talwood, south- 
east Queensland, and that it is probably the sparganal 
(plerocercoid) larval stage of Diphyllobothrium erinacei 


(Rudolphi). 
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Fieure I. 
Section showing sparganum in situ (x 40). 


URE II. 
of part Figure I to show 
reaction (x 280). 


MYELOID LEUCHAIMIA IN EARLY INFANCY. 


By Osmonp, 


Division of Histopathology, the Institute of Medical 
and Veterinary Science, Adelaide. 


CONGENITAL LEUCH&M1A is a rare disorder. The litera- 
ture was reviewed by Kelsey and Anderson (1939), who 
set down certain criteria for diagnosis of the condition 
and accepted only nine of the reported cases. Hight of 
these were myeloid in type. Taylor and Geppert (1950) 
recorded a further case and referred to more recent reports. 
Potter’s case (1952) was of particular interest in that the 
child lived only two days. Morrison, Samwick and 
Rubinstein (1939) summarized 27 cases occurring between 
1888 and 1937, while reporting an additional one. 


This case is presented because of the rarity of the 
disease and the severity of the colonic infiltrations. It is 
considered. to satisfy the pathological criteria necessary 


Clinical Record. 


A female infant, aged seven weeks, was admitted to 
the Adelaide Children’s Hospital on August 1, 1953. She 
had failed to thrive, and had frequent bowel actions (five 
or six daily since birth). Her birth weight was seven 
pounds thirteen: ounces, and her weight on admission to 
hospital was seven pounds ten ounces. For several weeks 
she had exhibited a facial rash and conjunctivitis, and 
three. weeks previously had had a cold with cough treated 
by, penicillin. 

The baby was eiserecmtined on examination, and there 
was an erythematous papulo-pustular eruption on the face. 
The eyelids were swollen and reddened, with purulent 

discharge in the fornices. The fauces weré reddened. An 
erythematous rash was present around the vulva and 
perineum. The umbilicus was clean, but there were easily 


reducible. inguinal: and umbilical hernie. The liver was 
palpable below the right sa margin and the spleen was 


palpable. 


The baby was regarded as suffering from neonatal infec- 


tion. Pus from the conjunctival discharge yielded a 
growth of Staphylococcus aureus, sensitive to aureomycin 
and “Terramycin”, and resistant to penicillin and chlor- 
amphenicol, and a course of “Terramycin” (total dosage 
2160 milligrammes) was given. The rash diminished and the 
conjunctivitis cleared, but the stools remained frequent, 
loose and green, at times blood-streaked. No pathogenic 
organisms were isolated on several attempts. The pallor 
of the child called for a hemoglobin estimation. The 
hemoglobin value was found to be 10-8 grammes per 100 
millilitres on August 12 and 7-5 grammes per 100 milli- 
litres on August 21. A blood transfusion of 250 cubic 
centimetres was given. Diarrhea continued despite symp- 
tomatic treatment.. The feces had tryptic activity. On 
one occasion Staph. aureus was isolated from the feces 
and a course of aureomycin (total dosage 1500 milli- 
grammes) was given without improvement. Anzmia per- 
sisted, and on September 11 the hemoglobin value was 
8-5 grammes per 100 millilitres. A further transfusion of 
200 cubic centimetres was given, followed the next day by 
60 cubic centimetres of serum. A complete blood count 
made on September 14 gave the following information: 
the hzmoglobin value was 11-3 grammes per 100 millilitres, 
the erythrocytes numbered 4,300,000 per: cubic millimetre 
and the leucocytes numbered 120,000 per cubic millimetre. 
A differential count of 200 nucleated cells gave the fol- 
lowing findings: unclassified giant cells, 1-5%; blast cells, 
185%; neutrophile premyelocytes, 55%; neutrophile 
myelocytes, 05%; non-segmented neutrophile cells, 2:0%; 
polymorphonuclear cells, 29:0%; eosinophile myelocytes, 
mature eosinophile cells, early monocytes, 
40%; mature monocytes, 13:0%; large atypical lympho- 
cytes, plasma cells, basophilic normoblasts, 
30%; normal lymphocytes, 85%. Platelets were very 
searce in the film. 


Bleeding from the intravenous wound had produced a 
large hematoma, and other bruises and petechial hzemor- 
rhages were noted. The child’s condition deteriorated 
rapidly, and death resulted on September 16, six weeks 
—_ her admission to hospital, at the age of thirteen 
weeks. 


Post-Mortem Findings. 


paneen ‘was performed by me five hours after the child’s 
death (P.M. 76/1953 A.C.H.). The body was that of an 
extremely pale, emaciated infant, with absence of sub- 
cutaneous fat, procuberant abdomen and a large hematoma 
covering the dorsum of the hand around the second intra- 
venous wound. When the abdomen was opened the intestines 
were ballooned forward; and petechial hemorrhages were 
conspicuous on the transverse and descending colon, and 
pronounced colitis was present from the caecal junction 
onwards, with multiple small hemorrhagic nodes about one 
centimetre apart throughout the entire colon. The lower 
lobe of the left lung was firmer than usual, with mottled 
hemorrhagic areas. The spleen was much enlarged and 
friable; it weighed 44 grammes. (From Potter and Adair’s 
table, the average weight of the spleen for the body weight 
is 11 grammes.) The liver also was much enlarged, 
although normal in colour. The suprarenals appeared 
normal in size for age, with very little lipoid. The kidneys 
showed fetal lobulation and were dark purple, with a fine 
white mottling of the cortex. Incision revealed no abnor- 
mality. The lymph nodes of the mesentery appeared 
hemorrhagic and were moderately enlarged. The sternal 
marrow was deep red and appeared hyperplastic. No 
macroscopic abnormality was detected in the brain. 


Microscopic Findings. . 
Lymph Glands from the, Mesentery.—The normal folli- 
cular pattern was replaced by a uniform mass of pleo- 
morphic cells, mainly of the myeloid type, most of the 
cells being primitive, although more mature cells, myelo- 
cytes, metamyelocytes, mature eosinophile cells and 
neutrophile: leucocytes could be recognized. There were 
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some reticulum cells and a few normoblasts, but lympho- 
cytes were extremely rare. Megakaryocytes were not seen. 
In the capsule cellular infiltration was evident (Figure I). 


Sternal Marrow.—Hyperplastic marrow was present, with 
similar cells to those seen in the lymph gland, but in 
addition there were megakaryocytes (Figure II). 


Colon.—In the colon there was ulceration of the mucosa 
with a deposit of similar primitive myeloid cells, which 
extended from the ulcerated surface deep into the muscle 
wall. Attached to the muscle was a small lymph node 
with a pattern duplicating that of the lymph glands from 
the mesentery (Figure III). 


Spleen.—In the spleen there was almost complete absence 
of Malpighian corpuscles, though remnants of some could 
be faintly discerned. Other than this, the cellular infiltra- 
tion resembled that in the lymph gland, and there was 
heavy infiltration of the. capsule with ore cells 
(Figures IV and V). 


Liver—tThe infiltration of myeloid cells was diffuse 
throughout the sinusoids as well as in the periportal 
areas (Figure VI). 

Lung.—The section of lung included one of the scattered 
hemorrhagic nodes, and primitive myeloid cells were seen, 
both within the capillaries and in the hemorrhages which 
had burst through the alveolar walls into the lumen. 
There was pronounced thickening of the alveolar walls by 
myeloid cell infiltration apart from this node. 


Kidney.—In the kidney there’ was considerable cloudy 
swelling of the tubules and scattered, diffuse, interstitial 
infiltration with myeloid cells. 


Commentary. 


The child was an athreptic infant from birth, with 
enlarged liver and spleen, extensive colonic infiltrations, 
and terminal leuchemoid blood picture with bleeding 
tendency. After consideration of the histological findings 
the diagnosis of myeloid leuchemia was made. In par- 
ticular, the nature of the cells in the infiltrations was 
predominantly myelocytic; there were infiltration of the 
capsule of the liver and spleen, and absence of Malpighian 
corpuscles and lymph follicles in these organs. Moreover, 
the distribution in the liver throughout the sinuses was 
characteristic of myelosis (Eisenberg and Walberstein). 
There was also heavy myeloid infiltration of non-blood- 
producing organs, such as colon and lung. These histo- 
logical feat: res combined with the blood picture confirmed 
the diagnosis of congenital leuchemia running a subacute 
course to terminat¢ fatally at thirteen weeks. 


Conditions most likely to be misiaken ivr congenital 
leuchemia are extramedullary hematopoiesis, erythro- 
blastosis and congenital syphilis (Forkner, 1938). The fact 
that the infiltrations were almost entirely myeloid and not 
confined to blood-producing organs was sufficient to exclude 
extramedullary hematopoiesis. Erythroblastosis was 
excluded because there was a leuchemoid blood. picture 
and no history of cdema, and the infant survived for 
thirteen weeks. In the family history there were five other 
children alive and well, and the parents were in good 
health, so that congenital syphilis was unlikely as a cause. 
Histologically there were no lesions arousing suspicion of 
syphilis. . 

The case was very similar to that recorded by Keith 
(1945), except that the present one ran a more rapid 
course. 
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Legends to Illustrations, 


Figure 1—Uniform pattern of lymph gland. 
and eosin stain, x 75.) 


Figure II. marrow cells. 


(Hematoxylin 
(Hematoxylin and eosin 


, stain, x 560 


infiltration. (Hematoxylin and eosin 
in, x 75 sé 

Ficure IV. capsular infiltration. 
eosin stain, x 140.) 

Fieurp V.—Spleen: cellular infiltration. 
eosin stain, x 560.) 

Figure VI.—Liver. Diffuse infiltration of sinusoids. (Heerna- 
toxylin and eosin stain, x 375.) 


(Hematoxylin and 
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CHOLANGIOMA. 


By J. M. Dugean, 


Medical Registrar, Royal Newcastle Hospital, 
Newcastle, New South Wales. 


Tue following case is of interest as it is a further 
addition to the long list of conditions in which liver biopsy 
has enabled a diagnosis to be made without recourse to 
laparotomy. 

Clinical Record. 


The patient X, a male Greek, aged sixty-two years, was 
admitted to Saint Vincént’s Hospital, Sydney, with a 
history of generalized abdominal pain present for the 
previous six weeks, unrelated to meals and at times severe. 
He also complained of anorexia and of the passage of 
green, foul-smelling motions associated with tenesmus. 
Two weeks before his admission to hospital his abdomen 
began to swell. He admitted to an attack of painless 
jaundice four years previously, and prior to his admission 
to hospital had been drinking two bottles of wine per 
week; in the past it had been seven bottles per week. 


Examination revealed the patient to be a thin man with 


slight jaundice, and prenounced abdominal distension 
and the classical signs of ascites. The temperature was 
99° F. and there. was a mild degree of hypertension 
(systolic blood - pressure 160 millimetres of mercury, 
diastolic pressure 100 millimetres); otherwise no abnor- 
mality was detected. At paracentesis 138 ounces of straw- 
coloured fluid were obtained. Examination now disclosed a 
hard, enlarged liver three inches below the right costal 
inargin, continuous with a hard, tender mass in the 
epigastrium, thought to be either the left lobe of the liver 
or part of the spleen. A provisional diagnosis of portal 
cirrhosis was made. 

A number of investigations were carried out. The 
hemoglobin value was 90% (13-5 grammes per centum) 
and the erythrocytes numbered 4,500,000 per cubic milli- 
metre; the leucocytes numbered 3600 per cubic millimetre. 
The result of a Wassermann test was negative. The 
blood sedimentation rate, the prothrombin time and the 
bleeding time were normal. The ascitic fluid had a specific 
gravity of 1009, and the protein content was 0-72 gramme 
per centum; microscopic examination revealed a moderate 
number of erythrocytes, scanty leucocytes and a few endo- 
thelial cells. Liver function tests gave the following 
findings: the serum bilirubin content was 1-2 milligrammes 
per 100 milliitres, and the serum alkaline phosphatase con- 
tent was 47 King-Armstrong units; the serum protein 
content was 6-12 grammes per centum, the albumin-globulin 
ratio being 1-:1:1:0. The zine sulphate turbidity was 32 


units, the colloidal gold test produced complete precipita- 
tion, and the thymol flocculation test produced a “++++” 
reaction. 

Liver biopsy was performed and the report was as 
follows: 
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Needle Biopsy shows Portal Cirrhosis. Some plugs 
of dense fibrous tissue were removed which were infil- 
trated with carcinoma. This does not show a definite 
glandular pattein, nor does it look like a ves geen but 
the marked fibvous tissue reaction in vicinity 
suggests bile duct origin. 

The jaundice increased, the ascites recurred and the 
patient had several hematemeses and melena before he 
died in hepatic coma six weeks after his admission to 
hospital. 

At autopsy the peritoneum contained 700 cubic centi- 
metres of bile-stained fluid. The liver weighed 2420 

es. The left lobe was small and showed hobnail 


. gramm 
cirrhosis with occasional white areas. The right lobe was 


grossly enlarged and cirrhotic, and contained many 
yellowish-white areas, which when sections were examined 
had a lobular arrangement and appeared carcinomatous. 

There were secondary malignant glands in the porta 
hepatis extending down to the pancreas and behind the 
duodenum and surrounding the portal vein. No other 
metastases were found. 

The spleen was enlarged ans weighed 320 grammes, but 
was otherwise normal. 

Examination of the cwsophagus revealed prominent sub- 
mucosal veins in the lower two inches. 


The pancreas contained numerous areas of fat necrosis, 


-but was otherwise normal. 


Examinations of sections from the right lobe of the 
liver revealed portal cirrhosis and cholangioma, and of 
those from the left lobe portal cirrhosis. 


Discussion. 


Primary carcinoma of the liver occurs in two forms: 
(i) hepatoma or carcinoma of the liver cells; (ii) 
cholangioma or carcinoma of the bile ducts, which in 
general is much less common than the first form. Boyd 
(1947) states that differentiation may be difficult, and 
frequently in the literature the two types are not dis- 
tinguished, but referred to collectively as primary carcino- 
mata of the liver. Boyd states that cholangiomata con- 
stitute 8% of primary liver carcinomata in North America. 


Incidence. 


In the white races cholangioma is a rare disease, but 
in some of the coloured races it is remarkably common. 
Willis (1941) in 500 consecutive cancer autopsies found 
only four cholangiomata and reached the conclusion that 
cirrhosis is not an important predisposing factor in car- 
cinomata of the intrahepatic bile ducts. 

M. J. Stewart (1931), in 12,800 autopsies in Leeds, found 
14 certain cases of primary carcinoma of the liver, or 
011%, and seven doubtful cases. 

Investigation of the racial incidence shows a remarkable 
variation. Cholangioma is one of the rarer tumours 
affecting English-speaking people, but the commonest form 
of malignant disease affecting the male Bantu natives of 
South Africa and Javanese males (Berman, 1941). 


Table I is adapted from Stewart (1931) and from 
Snijders and Straub (1923). 


Table II also illustrates the variation in incidence of 
primary carcinoma of the liver. 
Relationship to Cirrhosis. 
There does not appear to be complete unanimity as to 


: the ewtiological relationship between cirrhosis and primary 


carcinoma of the liver. Willis (vide supra) does not con- 
sider that any etiological relationship exists between 
cirrhosis and intrahepatic cholangiomata. On the other 
hand, M. J. Stewart (1931) regards cirrhosis as a definite 
precancerous lesion and shows that primary carcinoma is 
24 times as common in cirrhotic as in non-cirrhotic livers 
in a series of 20 carcinomata. Ophiils found the 
ratio to be 44:1. 


Conversely, the incidence of 
¢arcinoma of the liver is high. \ 


Liver . Biopsy. 


In view of the infrequency with which primary car- 
cinoma occurs in most parts of the world, it is under- 
standable that it is very infrequently diagnosed by liver 


I. 
Cases of 
Autopsies. | Carcinoma. 
White (1908), Stewart 
(1981) $1,800 39 0-12 
Cla 1923 
Fried (984), von Cabot and 
(1926), ‘Strong 17,736 26 0-146 
her and Bokay (1911). . 600 ° 18 - 0-3 
s and Straub (1923) . 12,212 125 1-02 
Javon Snijders and Straub (1923) 1,057 13 1-23 
and 
Straub | (1928) 658 8 1288 
Strachan (Pirie, 1921-1922) .. 1,100 22 2-0 


biopsy. The only references I can find to its diagnosis in 
this way are as follows: (i) Gillman and Gillman (1945) 
found 11 cases in 500 biopsies; (ii) Parsons et alii (1948) 


TABLE II. 

Percentage 

Total of Primary 
Place. Tumour Liver 

; Autopsies. Carcinoma. 
Australia 1941) 500 1-8 
South natives 1021-1922) 91 39-6 
Dutch Hast Indies Chinese pa patients 51 

Witwatersrand (South Africa), Bantus .. _ 90-5 


“have studied” primary carcinoma by this method; (iii) 
Welin (1952) refers to a patient with carcinoma of the 
biliary ducts. 


TABLE III. 
Percentage 
of Cases 
Type of Carcinoma. Author. Associated 
with Cirrhosis. 
Liver cell carcinoma 89-0 
Bile duct ‘carcinoma ears Stewart. 61-0 
Primary carcinoma types) .. Berman. 73-0 
“Summary. 


A case of primary carcinoma of the intrahepatic bile 
ducts is presented. 

Evidence is shown that it is a rare tumour in the white 
races but a common one in certain coloured races. 


Its relationship to cirrhosis is discussed. 


Reference is made to the infrequency with which it is 
diagnosed by liver biopsy. 


My thanks are due to Dr. Bruce Hall, under whose care 
this patient was admitted to hospital, for permission to 
publish this case; to Dr. W. Hennessey, former medical 
superintendent, for permission to quote from the hospital 
; and to Dr. J. Garvan, director of pathology, for 


ia Novemper 20, 1954 
| 
| | | 
4 
Pl 
sh 
pa 
ul 
ac 
th 
a 
| 


Supplement to THE MEDICAL JOURNAL or AUSTRALIA, November 20, 1954. 


ILLUSTRATIONS TO THE ARTICLE BY J. W. PERRY, ANNE E. MOORE AND W. B. MACDONALD. 


Ficure I. 


Photograph of unidimensional chromatogram 
showing intense aminoaciduria, from a 
patient receiving protein hydrolysate intra- 
venously. Dark columns on the right show 
unconcentrated urine examined during 
administration of hydrolysate. Columns on 
the left show urine examined two hours and 
fifty minutes respectively after intravenous 
administration ceased. Solvent, phenol. 
Spray, 0-1% ninhydrin in n. butanol. 


FIGURE V. 


Photomicrograph of aspiration bone marrow 

smear in Case I, showing cluster of cystine 

crystals; taken with polarized light. (Dilute 
basic fuchsin in alcohol, x 256.) 


Figure IV. 
Photomicrograph of aspiration bone marrow 
smear in Case I, showing cluster of cystine 
crystals. (Dilute basic fuchsin in alcohol, x 256.) 


Ficure II. 

Photograph of unidimensional 


unconcentrated urine showing 
aminoaciduria in a child with 
acute infective hepatitis. 
Solvent, phenol. Spray, 0:1% 
ninhydrin in n. butanol. 


Figure VIII. 


Photograph of cystine crystals from the 
urine in Case IV. (x 100.) 
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allowing me-to quote from his reports on the clinical 
pathology and the post-mortem findings. I must also thank 
the Librarian, reference library, State Library of Tasmania, 
for obtaining for me microfilm copies of articles otherwise 
unobtainable in Tasmania, and Mrs. Jan Little, Librarian, 
Royal Newcastle Hospital, whose help has been invaluable. 
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BENIGN MUCOCELE OF THE APPENDIX: A REPORT 
' OF FIVE CASES, TWO OF WHICH WERE 
COMPLICATED. 


By Tuomas F. Ross, 
From the Department of Surgery, The Royal 
North Shore Hospital of Sydney. 


BENIGN MUCocELE of. the appendix is rare, its incidence 
varying somewhat in different series of appendicectomies. 
In the Mayo Clinic its occurrence was 0°3% (Woodruff and 
MeDonald, 1940), whereas at the New York Postgraduate 
Hospital it was less than 0-1% (Lentino, 1946). In a series 
of my own of 1050 appendicectomies, there were five (0°5%) 
patients with mucoceles, two of which were com- 
plicated. These are the subject of this communication. 


The term “benign mucocele of the appendix’ implies that 
the mucocele is the result of slow obstruction to the ~~ ' 
dicea] lumen with minimal] or no infection. Usually caused by 
a fibrous onneteiction ring, as in the cases reported here, the 
obstruction may be due to a careinoid tumour, to carcinoma 
or even to endometriosis. If for any reason, such as acute 
infection, the contents of such a mucocele escape into the 
peritoneal cavity, they remain as a localized deposit of pseudo- 
mucin which does not recw hy -~ hand, 
“malignant mucocele” refers to a mucocele caused by a mucous 
papillary adenocarcinoma of: the appendix (Wooiner, 1953). 

ould perforation occur diffuse spreadin: roma 
peritonei is caused by the Spill of the convents = which are 
malignant mucus-secreting cells. 


AUSTRALIA 


Complicated Cases. 


In Case I a mucocele with calcified walls occurred in 
the stump of an appendix that had been incompletely 
removed fifty-five years previously. 


In Case II the base of the mucocele formed the apex 
df an intussusception, in which the cystic appendix was 
completely invaginated into the caecum. 

CasE I.—The patient, a female, aged sixty-five years, 
had had her appendix removed at the age of ten years. 
She could not recall the details of this illness. She had 
been well until fourteen days prior to her admission to 
hospital, when she noticed aching pains commencing in 
the region of the umbilicus and radiating to the right iliac 
fossa. These pains were associated with loose motions. 


Examination of the patient on her admission to hospital 
disclosed a mass in the right iliac fossa. It was hard, 
rounded, freely movable and non-tender, and in fact it felt 
somewhat like a-golf ball. X-ray examination (an intra- 
venous pyelogram, which itself was normal) revealed a 
large calcified mass in the right iliae fossa. X-ray examina- 
tion with an opaque enema revealed a normal colon and 
caecum, No appendix was revealed 

At operation, the calcified mass was found attached to 
the caecum in the position of the base of the appendix. 
It was removed together with a small portion of the caecal 
wall to which it was firmly adherent. 


The specimen was a firm, rounded mass, whose walls 
were calcified. When opened, it was found to contain 
gelatinous material (afterwards identified as pseudomucin). 
It was obviously a calcified mucocele of an appendiceal 
remnant (Figure 1). Microscopic examination. revealed 
calcification of the walls, in which were some muscle 
fibres. The mucosa was replaced by fibrous tissue, which 
was the cause of the obstruction to the base of the lumen 
of the appendiceal remnant. 

The patient’s convalescence was normal. When she was 
examined two years later. she had had no further symptoms, 

CasE II.—The patient, a man, aged forty years, com- 
plained of recurrent aching pain in the right iliac fossa 
of three years’ duration. This pain had become very severe 
eight hours prior to his admission to hospital, and was 
accompanied by vomiting and diarrhea. 

On examination, the patient was pale and shocked. He 
was suffering severely from pain situated in the right iliac 
fossa. His temperature was normal, his pulse rate was 
100 per minute, and his respirations numbered 20 per 
minute. A tender mass was palpable in the right iliac 
fossa. It moved on respiration, and was able to be moved 
by the palpating fingers. There was no muscular rigidity. 
A rectal examination revealed normal findings, 

Operation disclosed a tumour apparently inside the 
caecum, no appendix being visible. Where the base of 
the appendix should have been was an invagination of the 
caecum, in which the tip of the appendix could just be 
seen. By pressure on the tumour through the caecal wall, 
the intussuscepted appendix was able to be pushed out of 
the caecum. It was then seen to be a very turgid mucocele 
of the whole of the appendix, whose base had formed the 
apex of the intussusception. Fortunately the blood supply 
had not yet been interrupted. Appendicectomy was per 
formed and the appendix was seen to be the site of a 
benign mucocele. ; 

Histological examination of the appendix revealed chronic 
inflammatory changés with fibrous tissue replacement of 
all coats. A few mucus-secreting cells were the only epi- 
thelial cells visible in the mucosa. Attempted culture of 
the microorganisms from the pseudomucinous contents was 
unsuccessful. 

Comment. 
I cannot find any record of a case similar to Case I, 


though calcification of the pseudomucinous contents forming 
one type of appendiceal calculus has been described (Bunch, 
1945). 


Intussusception as in Case II is rare; but a few cases 


have been recorded in the surgical literature (Morgan, 
1937; Fraser, 1943; Ward-McQuaid, 1949; Forshall, 1953). 
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Other complications have been described, such as acute 
inflammation leading to perforation with a localized mass 
of non-spreading pseudomucin outside the appendix (John- 
ston, 1954). Volvulus may occur (Jones and 
1936; Cassie, 1953). Diverticula of the affected appendix 
may be found (Aird, 1949). 


Cases. 
Case III—A male patient, aged forty-three years, had 
had an aching pain in the right iliac fossa for ten years. 


He then felt a mass in this region. 


Examination of the patient disclosed a sausage-shaped 
mass in the right iliac fossa. It was firm, freely movable 
and non-tender. It moved with respiration. X-ray examina- 
tion with an opaque enema disclosed a normal colon and 
caecum with non-filling of the appendix. There appeared 
to be a soft-tissue mass behind the caecum, which coincided 
with the clinical position of the tumour. 


Ficure 1. 


At operation, a large, benign mucocele of the appendix 
was found lying in a retrocaecal peritoneal fossa. The 
whole of the appendix was involved, and the obstructing 
agent was a fibrous constriction round the base of the 
appendix. Appendicectomy was performed. 

The histological findings were the same as in Case IT. 

Case IV.—A male patient, aged forty-eight years, had 
no symptoms at all until he found a tumour in the right 
lower quadrant of his abdomen after a slight attack of 
diarrhea. 

Examination of the patient disclosed a firm, freely 
movable, rounded tumour in the right iliac fossa. This 
tumour was not tender, and it moved ly on respiration. 
X-ray examination with an opaque enema revealed a 
ea filling defect in the caecum. The appendix did not 


A diagnosis of lipoma of the caecum was made; but 
operation disclosed a retrocaecal mucocele of the whole 
of the appendix. It was extraperitoneal, as the caecum had 
no. posterior peritoneal coat, and in fact it was so closely 
applied to the caecal wall that it had to be separated from 
it by sharp dissection. Appendicectomy was performed 
and the patient had a normal convalescence. 


The histological findings were similar to those in Case II, 
except that no mucus-secreting cells were found. Presum- 
ably they had been obliterated by the pressure of the 
appendiceal contents. 

Case V.—A male patient, aged forty-one years, had had 
vague generalized abdominal pains, unrelated to meals, 
at intervals over the previous twenty-five years. At times 


he had an occasional attack of mild diarrhea, which usually 
followed a pain. 

Examination of the patient revealed vague tenderness 
in the right iliac fossa and on the right side of the pelvis 
on recta] examination. As an X-ray examination with an 
opaque enema revealed that the appendix did not fill, 
recurrent appendiceal colic was diagnosed. 

Operation revealed a large mucocele involving the whole 
length of.the appendix. This was removed, and a follow-up 
examination one year later showed that the patient had 
lost all his symptoms. 

On histological examination, the mucocele had the same 
structure as that in Case II. 


Comment, 

The histories in Cases III, IV and V were typical of 
cases of uncomplicated appendiceal mucocele. After minimal 
symptoms, in Cases III and IV the patients found an 
abdominal tumour, whereas in Case V-no tumour was 
found or suspected until it was revealed at operation. 


‘The exact diagnosis of mucocele is difficult even when a 
tumour is palpable’ However, it is especially difficult, if 
not impossible, in those cases in which no tumour is 
palpable, though a lesion of the appendix may be suspected 
from the patient’s symptoms (Case V). X-ray examination 
with a barium enema, or a follow-through X-ray examina- 
tion with a barium meal in such a case may reveal a caecal 
filling defect with no appendiceal filling, or the latter 
negative finding alone may be present. The presence of 
a palpable tumour with a smooth radiological filling defect 
may make one diagnose a simple tumour of the caecum 
(Case IV), though when it is found that the appendix 
does not fill, these combined findings may point to a muco- 
cele. When the tumour is calcified and hard, as in Case I, 
a carcinoma of the caecum may be suspected clinically 
until an X-ray examination helps to reveal the true picture. 

When acute complications occur, such as intussusception, 
volvulus or acute inflammation leading to perforation, the 
diagnosis is usually that of acute appendicitis in a 
previously normal appendix. A short history of severe 
pain with signs of shock and the finding of a tender mass 


‘in the right iliac fossa will make one suspect intussuscep- 


tion or volvulus even if one localizes it to the bowel rather 
than to the appendix, 

The treatment of benign mucocele is by appendicectomy, 
though in Case I a portion of the caecal wall had to be 
taken because of the adherence of the calcified mucocele 
to it. To make sure that the mucocele is benign, it should 
be opened after removal and its interior inspected before 
the operation is concluded, so that if it is found that the 
condition is really a mucus-secreting carcinoma of the 
appendix, then the necessary right hemi-colectomy may 
be performed. 

Summary. 


Five cases of benign mucocele of the appendix are 
reported. Complications were present in two of them. In 
the first, the mucocele occurred in an appendiceal remnant 
and calcification of its walls ensued. In the second, an 
intussusception of the mucocele into the caecum occurred. 
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written in a very pleasant, practical style, and it has just 
the amount of detail required for a text-book for nurses. 
The presence of 90 well-chosen photographs and diagrams 

does much to enhance the text, and it is certain that after 
studying the first illustration, no nurse would wish to see 


Other 
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Reviews. 


Le Service de Santé scolaire et universitaire. By Au uste 
Robert, with a preface by. Jacques Parisot; 1954. Paris 
La Technique du Livre. 9” x 6”, pp. 630, with about 20 
iMustrations. Price: 750 francs. 


In this book Dr. Auguste Robert gives a comprehensive 
and much-documented account of the history and develop- 
ment of the school and university health services in France, 
from June 26, 1793, when the first official steps were taken 
by the National Convention, to the present time. It is 
interesting to note that in France's dark days during the 
second World War, in 1943, the Comité francais de la 
lidération national could spare time to consider the matter, 
and that considerable reforms were introduced by the Pro- 
visional Government of France in October, 1945. The 
organization that has been evolved takes in the’ whole of 
France, and covers every aspect of the child’s well-being 
from the age of six years onwards. Unhappily not all 
members of the French National Assembly are so impressed 
by the importance of the work as are those officers of the 
organization who have helped to build it. Political con- 
siderations and the wish to cut down expenses led to pro- 
posals for complete reorganization of the education system,’ 
which would include such changes in the school and 
university health service as to redtice it to nothing more 
than the simple medical inspection of schools that was in 
force before the war, At the time when the book was 
printed the matter was still being debated, and it is clear 
from the author’s comments, interspersed between pages 
reproduced from the Journal officiel, verbatim accounts of 
debates in the Assembly, Bills, Acts et cetera, that the future 

- of the organization is of tremendous importance in his eyes. 
This is not surprising, since he and Dr. Douady have been 
particularly involved in its development. 

Like many French books, this book is unbound. It is 
illustrated with occasional interesting little sketches and a 
few photographs, but even these cannot make it easy to read. 
No doubt medical officers dealing with the health of school- 
children may find the enormous number of quotations from 
official sources of interest; but in general there is far too 
much quotation and far too little comment. 


RE, MB. M.R.C.P.; Bristol: John Avright 
Sons, Limited. London: Simpkin Marshall, Limited. 
» Pp. 232. Price: 21s. 


Most people have a philosophy of life; A. T. Todd professes 
to have a philosophy of health. His book is so infused with 
absurdity and error that it cannot be taken seriously. Milk 
and milk products, espécially cheese, are dangerous to health; 
eggs and butter should be taken in strictly limited quantities. 
Fruits by their pectins absorb “ptomaines” and ensure a 
clean colon. Spring cleaning and cleansing of the teeth and 
even dentures are objectionable; so also is sanitary paper. 
Eyestrain is a myth, and presbyopia is due to laziness. The 
author resents being hemmed in by a world of the five 
senses; hence telepathy, including telesthesia and clair- 
voyance, sensitivity to spirit presence, and the sense of 
direction, including the feel of the north, deserve cultiva- 
tion. How these would influence health is not made clear. 


Moderm Medicine for Nurses. By Patria Asher, M.D., 
MRCP. with a chapter on mental ill health by 
Portia Holman, M.D., M.R.C.P., D.P.M.; Third Edition: 

954. London: William Heinemann (Medica: 1 Books), 

Limitea. 9” x 53”, pp. 386, with 92 illustrations. Price: 


21s. 
PrrHaPs the most important aspect Dr. Patria Asher’s 


book emphasizes is that the nurse is an integral part of the 
medical team and not just a mere bed-maker. This book is 


e im her ward, let alone be the cause of one 
developing. 


The author states that the two aims of the book are, 
firstly, to help nurses understand their patients and the 
illnesses they suffer, and secondly, to provide a text-book 
to help nurses through their examinations. The work will 
certainly achieve these aims, and consequently this third 
edition, which has been brought right up to date, will ensure 
for itself a continued popularity. 


French's Index of Diagnosis. Edited by Arthur 
R.C.P.; Seventh Edition; 1954. 
ht fa Sons, Limited. 10” x 7, pp. 

108, 731 filustrations, 200 in colour. Price: 105s. 


Tuis attractive edition of a well-known and popular book 
maintains the high standard set by the previous editions. 
Two changes are noted. All previous editions, from the first 
im 1912 to the sixth in 1945, were edited by the late Dr. 
Herbert French, This edition has been brought up to date 
by Arthur H. Douthwaite, M.D., F.R.C.P., Senior Physician 
at Guy’s Hospital. The original title—“An Index of Dit- 
ferential Diagnosis of Main Symptoms”—has been amended. 
The general layout of the material conforms to the plan 
used by the original editor and has resulted in a reference 
work unique in form and substance. 


The volume deals with diagnosis from the standpoint of 
symptoms and is an index in the sense that its articles on 
the various symptoms are arranged in alphabetical order. 
The general index at the end gathers these together under 
the headings of the various diseases in which they occur. 
Thus, the two parts of the book should be used together in 
clarifying a differential diagnosis, It is intended to be of 
use to medical practitioners generally, as it covers the whole 
ground of medicine, surgery, gynecology, ophthalmology, 
dermatology and neurology; but does not deal with treat- 
ment, pathology or prognosis, except in so far as each —_— 
bear upon differential diagnosis. 

As has previously been stated, the general form of the 
work has been retained as in the earlier editions, but with 
considerable reconstruction due to an increase in the scope 
of investigations by accessory aids, which have demanded 
the inclusion of new material and the rewriting of certain 
articles. A critical review of the individual articles would 
be out of place in a consideration of a work of this type. 
The editor has succeeded in producing a work of a very 
high standard, which can be read with satisfaction and 
profit. It is indeed a major reference work, which should be 
included in the libraries of all medical practitioners and all 
hospitals. 

The publishers have, as expected, maintained their usua! 
high standard, and are to be congratulated on the excellent 
form, printing and illustrations. Dr, Douthwaite, with the 
collaboration of a number of expert helpers, amongst whom 
Sir Adolphe Abrahams receives special mention, has carried 
on the work of his old teacher with great credit, and has 
produced a most readable, helpful and stimulating book. 


Motes on Books, Curtent Journals anv 
Mew Appliances. 


Annual Epidemiological and Vital Statistics, 1947-1949: Part 
1, Vital Statistics and Causes of Death, Prepared by the 
Division of Health Statistics, World Health ogee 
tion. Geneva: World Health Organization. 11” 
pp. 746. Price: 70s. 


Tu1s volume provides data on and more particularly the 
numbers of cases of and deaths from notidable diseases in a 
large part of the world. Unfortunately, no statistical infor- 


mation was available from a number of countries, which 
Thirty-five communicable 


makes the data incomplete. 
diseases are dealt with. 


Advances in Internal Medicine. Edited by William Dock, 
M.D., and I. Snapper, M.D.; 1954. Chicago: The Year 
Book Publishers, Incorporated. Volume 
pp. 376, with 100 illustrations. Price: $10. 0. 


THIS volume, as were its predecessors, is made up of 
a limited number of individual articles devoted to particular 
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subjects. No attempt is made to cover advances in the whole 
field of medicine. The subjects dealt with are. uropepsin, 
glucagon, the hyperglycemic-glycogenolytic hormone of the 
pancreas, the diagnosis of cancer of internal organs by the 
Papanicolaou technique, spatial vectorcardiography, the 
L.E. cell phenomenon, biopsy studies of the liver and 
kidney, thrombotic thrombocytopenic purpura, porphyria, 
diaphragmatic hernia and the determination of insulin in 
blood. The book is attractively produced and will provide 
solid and worthwhile fare for physicians interested in the 
current position of the subjects mentioned.. 


Reteainiee Course for General Practitioners: Specially Com- 
missioned Articles from the British Medical Journal: 
Second Collection, January, 1951, to March, 1952. 1954. 
London: British Medical Association. 83” x 6”, pp. 480, 
with 96 illustrations. Price: 25s. 


THE second volume has been published of articles reprinted 
from the British Medical Journal, where they originally 
appeared under the general heading of “Refresher Course 
for General Practitioners”. . The articles concerned were 
published between January, 1951, and March, 1952, but they 
have been recently revised by the authors and brought up 
to date. There are 60 articles in all, on such a diversity of 
subjects that it is mot possible to refer to individual titles. 
However, there’is certain to be something to interest nearly 
everyone. 


The Roster: Ant! of the Unusual in Current 
Edited by 8S. O. Waife, M.D., 

54 ‘New York: Grune and Stratton. 9” x 6”, 
pp. 182, with eight illustrations. Price: 


In this book, the author has gathered together a collection 
of articles already published in various journals on “diversi- 
fied” medical and perimedical topics (often with intriguing 
titles) which particularly lend ‘themselves to rereading 
because of the timeless quality of the subject matter or the 
fine literary style of the author. It is a personal selection, 
but the articles will have a wide appeal. There are 17 
articles in all, taken from British and American journals, 
and they have been grouped under four headings: “Of Men 
and Medicine”, “Looking Backward”, “Reading and Writing”, 
“Art and Science”. The author is to be congratulated on 
gathering these unusually interesting articles from the vast 
and often dreary expanse of medical writing. 


Doctor. ublished by the proprietors, the 
British Medical Association, vistock Square, London, 

E.C.1. Sole agents for Australia and New Zealand: 
Gordon and Gotch (Australia), Limited. Subscriptions 
for twelve months: 20s. (sterling), including postage. 


FEATURE ARTICLES in the October issue of Family Doctor, 
the British Medical Association’s popular monthly magazine, 
deal with rheumatism, .the United Nations International 
Children’s Emergency Fund, getting ready to enjoy old age, 
the child who is ill (this is by John Bowlby), bri home 
a baby, and the hereditary aspects of likeness and unlike- 
ness. The first of a new series appears on beauty and 
health. The regular cooking and other features appear as 
usual. This is a sound and attractive publication to which 
doctors can safely introduce their patients. 


Directory of International Scientific izations: Unesco. 
Bdition; 1953. Paris: "United Educational, 
Cultural Organization. x 638”, pp. 316. 

rice: 


Tue first edition of this UNESCO publication was pub- 
lished in English and French in May, 1950. The present 
edition is in English only, this ng the language in which 
the larger number of copies of the first edition were sold. 
The book provides details of 264 international organizations 
of a scientific character. The oréafiieations listed are con- 
cerned with the basic sciences, with the applied sciences 
(agricultural sciences, engineering «sciences and medical 
sciences) and with certain others of a miscellaneous 
character that do not readily fall under these headings. 


People: Counsel 

rs and Laymen. By W. L. Carr ao 
London: The mpworth Press. 74” x 5”, 
pp. 65. Price: 4s. 


Tue author of this book is a Victorian. general practitioner 
who has had a good deal of experience in personal counsel- 
ling with many sorts of patients. Here he has set down the 
principles that he considers should be observed by those who 
wish to supply practical help to troubled people. He discusses 


the meaning and significance of pastoral counselling and 
then turns to consider the client and his problems and the 
counsellor:and his attitudes. A chapter entitled “The One 
in the Midst” stresses a specifically Christian approach. The 
concluding chapters deal with counselling technique and 
further growth and development of counselling.. The author’s 
approach is practical and sympathetic without being senti- 
mental, and will be found helpful by many of those for whom 
the book is intended. Even those who disagree with the 
author’s ideas will find much to stimulate their thinking. 


Books Kee Received. 


[The mention of a book in this column does not imply that - 


no review will appear in a subsequent issue.] 


“The Sociology of the Patient”, by Earl Lomon Koos, Ph.D. ; 
Second edition; 1954. New Yor cGraw-Hill Book Company, 
wae 94” x 64”, PP. 284; with 46 illustrations. Price: 


A basic text-book on sociology for nurses. 


by Edward C y 

ey L. Wells, M.S., and Bo B. . New 

ork: Macy, Junior Foundation. 93” i eh” pp. 386, 
with 126 illustrations. Price: 0 

The title is self-explanatory. There are 24 subjects 

discussed. 

and Cireulatory. Homeostasis: Transactions of the 

rd Conference, September 14, 15 and +6. Re 53, Princeton, 

No ” edited by Harold D. Green, M.D.; New York: 


Jouiah Macy, Junier Foundation. 93” x 230, with 61 


ustrations. Price: 

Contains discussions on experiences with shock in the 
Korean theatre of war, on reflex factors in the regulation of 
the circulation and on functional proportion of blood vessels. 


“Of Publishing Scientific Papers”, by George E._ 

F.A.C.P.; 1954. New York: Grune 
pp. 40, with 18 illustrations. Price: $2.7 

The Presidential Address, published a an unusual form, 
delivered to the Central Society for Clinical Research in 
1953 in Chicago. 


Burch, M.D., 
10” x 8%”, 


“Office BS. M.D., F.A.CS., 
F.LC.S. ; Chicagy e Year Book 
Publishers eousperated. 8” x 6”, pp. 517, with 127 illustra- 
tions. Price: $7.75. 


Completely revised and largely rewritten. 


“Prefrontal Leucoto: and Related tions : 


th Beck; 54. rg: 
Boyd. 10” x 7%”, pp. 64, ‘with 20 illustrations. Price: 10s. 6d. 
The authors are from the Department of Neuropathology, 
Institute of Psychiatry, Maudsley Hospital, University of 
London. 


nite, by David Nabarro F.R.C.P. ; 
1954, ndon : ward Arnold ( ‘Limite. 9” x 6”, 
pp. 482, with 95 illustrations. Price: 
A treatise based on some 900 cases os congenital syphilis 
with an elaboration of certain side issues. 


by Stewart Duke-Elder, 
And.), Ph.D. (Lon i 


Book, ot 


The volume of a a of 
a century ago. 


“Woman ual?”, by Adolphe Abrahams, 
was adviser to the British Olympic 


athletic team. 
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SATURDAY, NOVEMBER 20, 1954. 
Allia submitted for publication in this journal should 
be typed h double or treble spacing. Carbon copies should 


not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic are ar reproduction are invited to seek 
the advice of the Edit 


ADVERTISING IN THE MEDICAL JOURNAL 
OF. AUSTRALIA. 


Owrne to the lack of understanding which has been 
shown recently in one or two places in connexion with the 
acceptance or rejection of advertisements offered to THE 
MEDICAL JOURNAL OF AUSTRALIA, the matter was discussed 


at a recent meeting of the directors of the Australasian 


Medical Publishing Company, Limited. It was thought 
that a clear statement on the matter should be made. 
Unfortunately, many members of the Branches do not 
understand the general set-up of the journal. The journal 
is owned and controlled by the Australasian Medical 
Publishing Company, Limited. This company consists of 
18 men who are appointed by the six Branches of the 
British Medical Association in Australia, three from each. 
The members of the company appoint the directors, of 
whom there are seven. Two are chosen from New South 
Wales, because the Printing House owned by the company 
is situated in that State, and the two New South Wales 
directors comprise the Local Committee of Directors. Each 
of the other States is represented by one director on the 
Board. The policy of the journal is controlled by the 
directors, and this policy has always been the policy of the 
Federal Council. 


Only two aspects of journal advertising need to be con- 
sidered. The first has to do with the acceptance of 
pharmaceutical and other products of drug houses and of 


manufacturers of medical equipment. If the product in 
question is a British product and has been accepted by the 
British Medical Journal, or if the product is American 
and has been accepted by the Council on Chemistry and 
Pharmacy of the American Medical Association, the product 
is accepted by this journal without question. If the product 
is of Australian manufacture, or comes from some 
source other than Great Britain or America, inquiries are 
set on foot, the opinion of experts is sought or special 
investigations are undertaken. The matter is not always 
simple, but an effort is made to avoid the publication of 
unjustified or excessive claims for any nine pharma- 
ceutical or otherwise. 


In the matter of advertisements calling for applications 
for various positions a condition of their acceptance is that 
the salary offered to an appointee must be stated. This is 
a wise provision, because it prevents possible exploitation 
of appointees. The nature of the work which will be 
required of an appointee should be clearly defined, and if 
part-time duty is required of him the extent of that 
part-time duty should be stated. Conditions of practice 
and of employment are not identical in all the States, and 
the views of Branch Councils are not always comparable. 
When an advertisement is offered to the journal, the Editor 
seeks the opinion of the Branch Council in the State in 
which the appointment is to be made. If the appointment 
is concerned with a Federal body or organization, the 
opinion of the General Secretary of the Federal Council is 
sought. When these opinions have been received, a decision 
is made by the Editor. 


— 


THE PART IS NOT GREATER THAN THE WHOLE. 


In our early school days we were taught that the part is 
not greater than the whole. This was clear to us at the 
time, and we accepted it without question. If we are 
honest with ourselves as we grow older and become more 
or less mature, we still know the statement to be ‘true, 
but we may wonder whether we have not allowed some 
distortion to take place in our minds—whether we do not 
think more highly of ourselves than we ought to think. If 
we do, we probably show it in our actions. Our thoughts, 
our words and our works generally follow one pattern, the 
pattern which we have chosen to set for ourselves. It is 
as true now as it ever was that men are known by their 
fruits, and we know full well that we do not gather grapes 
of thorns or figs of thistles. Grape vines and fig trees 
need to be tended and cultivated; sometimes the pruning 
knife must be used, and with a severe hand. Such thoughts 
as these might well serve as an introduction to the subject 
of medical ethics, or, for non-medical persons, as a basis 
for a discussion of the ethics of their particular calling. 
At the moment, particular reference is intended to the 
practitioner as a member of his profession, with some final 
reference to the profession of medicine in relation to the 
community as a whole. 

It must be clearly understood that the term medical 
practitioner is applied to any graduate in medicine who 
practises his profession in any of its branches—it applies 
not only to the general practitioner but also to the 
physician specialist, the surgeon, the obstetrician specialist, 
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or the devotee of any of the more restricted specialties. 
What must be remembered is that medical men and women 
of all these types comprise the whole of medicine. This 


is sometimes forgotten, especially when men think more © 


highly of themselves than they ought to think. A prac- 
titioner’s first loyalty must be to his ethical standards, to 
his conception of right and wrong. His second loyalty 
should be to the profession as a whole; if he puts his own 
specialty first, he thinks more highly of that specialty 
than he ought to think. He is likely to forget that some 
devotion, some service is due to the profession.as a whole 
by every single member of it. Members of specialties form 
themselves into special organizations—colleges, associa- 
tions, societies and so on—in order that they may be able 
to study their special subjects and become more proficient 
in the practice of them. This is a praiseworthy procedure 
and one which. yields large dividends. At the same time 
sectional worship, if one may use this term for over- 


devotion to a specialty with exclusion of the rest of the’ 


body of medicine, is much to be regretted. It not only 
leads to lack of balance in the individual, but it tends to 
weaken the whole body of the profession. There is one 
organization in Australia, and one only, which subserves 
the interests of the medical profession as a whole, and this 
is the British Medical Association. Practically all members 
of specialist organizations in Australia are members of the 
British Medical Association. Most members of specialist 
bodies are loyal members of the Association; some may 
neglect it, and others have been known to belittle it and 
even to complain of it. When a specialist inquires what 
the British Medical Association has ever done for his 
specialist body, he should be asked what his specialist 
body has ever done for the British Medical Association. 
He might well be reminded that had it not been for the 
activities of the Association in this country he and 
members of his and of similar bodies would not be able to 
practise their specialty with the freedom which they at 
present enjoy. 

We have tried to show that the individual practitioner 
has loyalty and service which he should render to the 
profession as a whdle through an organization which is 
devoted to its interests. As the individual practitioner is 
a unit in the whole profession, so is the British Medical 
Association a unit in the community. As the individual 
practitioner has a duty to the whole profession, so the 
British Medical Association has a duty to the whole com- 
munity. All students of the-Association will readily agree 
that its members, as free men and women, have given and 
are giving of their best to conserve the health of the 
community and to overcome disease when it arises. The 
leaders of the profession in Federal and State Councils of 
the Association have not been unmindful of their duty to 
the community as a whole. The Association does not cry 
aloud: “What has the community done for the British 
Medical Association?” It recognizes that the Association 
has something which it owes, and which it must give, to 
the community. We may be quite certain that in trying to 
find a solution to problems of health service to the nation 
at present existing, the Councils of the Association will not 
think only of their own welfare, but will continually bear 
in mind that the medical profession is part of the com- 
munity, and that the part is not, and never can be, greater 
than. the whole, 


Current Comment. 


PRESENT-DAY VIEWS ON THE TREATMENT OF 
SYPHILIS. 


It is only ten years since the lethal effect of penicillin 
on Treponema pallidum was demonstrated, but in the inter- 
vening period the’ attitude towards the treatment of 
syphilis has undergone a complete reorientation practically 
throughout the world. Penicillin has superseded the metal 
chemotherapy introduced by Ehrlich early in the century, 
and for practical purposes the era of metal chemotherapy 
must now be regarded as just an interesting phase of past 
medical history. These facts are evident from a group of 


papers recently published.* It is true that a World Health - 


Organization study of treatment schedules for early 
syphilis in use throughout the world reveals that penicillin 
therapy has apparently taken root more slowly in Europe 
than in other parts of the world, but even here the accept- 
ance of penicillin as the sole curative agent in early 
syphilis is gradually increasing. In his account of this 
study, R. R. Willcox suggests that this situation is not 
dissimilar to that obtaining immediately after the First 
World War when the new arsphenamines had shown them- 
selves to be greatly superior in their treponemacidal 
powers to the mercury preparations previously in use. He 
states that the medical literature of the period shows that 
clinicians were unprepared to abandon the familiar 
mercury, although the’curative powers of the arsphen- 
amines were acknowledged to be superior. In the World 
Health Organization study a questionnaire was circulated 
to leading venereologists and clinics in the world, and 277 
replies were received from 55 countries giving particulars 
of 294 schedules of treatment. Of the participants, 65:3% 
used penicillin alone and 28-9% used it in combination with 
other drugs. The lowest proportion (52:2%) of clinics 
using penicillin alone was in Europe. A small section of 
clinics (5-8%) still employed metal chemotherapy without 
penicillin; these were predominantly in Asia, and to a 
lesser extent in Central and South America and in Europe. 
In North America alone of the main regions was recorded 
a 100% adoption of penicillin as the sole curative agent 
for -early syphilis. Procaine penicillin G in oil with 
aluminium monostearate (PAM) was used in 91% of 
clinics in the Americas and Asia, and in 60-6% of European 
clinics. The most common dosage of penicillin in all stages 
of early syphilis was 4,800,000 to 6,000,000 units, but 
appreciably larger doses were used in Europe and else- 
where, nearly 40% of schedules involving the use of 
10,800,000 units or more. There were single instances of 
36,000,000 units being given. 


Some interesting facts emerge from a report by J. K. 
Shafer, L. J. Usilton and E. V. Price of long-term studies 
of the results of penicillin therapy in early syphilis in the 
United States. In that country, as has been pointed out, 
penicillin alone is now used in all clinics, but data avail- 
able fail to provide evidence that the cure of syphilis is 
enhanced by the addition of arsenic and bismuth. On the 
other hand, this study showed that at the sixth year after 
penicillin treatment, satisfactory results were recorded for 
98% to 99% of patients with primary and secondary 
syphilis, including those re-treated. 


In a discussion of the reorientation that has taken place 
in the treatment of venereal syphilis, O. Idsoe et alii point 
out that metal chemotherapy permitted the use of repeated 
subcurative doses of arsenic and bismuth in treatment 
schemes used for long periods of time. The therapy was 
thus suppressive in its character. The ever-present pos- 
sibility that treponemes might survive resulted in 
uncertainty and became the logical basis for the long 
duration of the treatment. The introduction of penicillin 
has led to the development of repository preparations 
which can be given in one or a few injections with a 
resulting therapeutic blood level of long duration. The 
treponemes can therefore, in most instances, be rapidly 
killed with adequate doses of the antibiotic in both early 


12 Bull. World Health Organ., Volume X, Number 4, 1954. 
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and late syphilis. This type of treatment affects the 
immuno-biological processes in the early stages of the 
disease in a different manner from metal chemotherapy. 
In the past, therefore, as Idsoe et alii suggest, the very 
nature of metal chemotherapy may to some extent have 
affected the concept of the disease and of its development. 

Quantitative investigations in vitro and in vivo have 
shown that very small doses of penicillin will kill 
‘Treponema pallidum and other treponemes, but the peni- 
cillin effect must be continuous and of ‘relatively long 
duration. According to Idsoe et alii such an effect can 
best be obtained by the use of long-acting depot penicillin 
preparations, among which procaine penicillin G in oil 
with aluminium monostearate dominates syphilotherapy at 
the present time. The desired effect of penicillin on the 
treponemes in syphilis can be obtained with large single 
doses or -with repeated smaller doses given at regulated 
intervals. The therapeutic results in early syphilis are 
not varied demenstrably by the one or the other procedufe. 
There are, of course, many other aspects to the question, 
and Idsoe and his colleagues have gathered together from 
the world literature. on the treatment of syphilis an 
extensive collection of data which will be of great interest 
to those concerned with the detailed considerations of th 
subject. 


VIRULENCE OF THE TUBERCLE BACILLUS. 


HISTOPATHOLOGISTS have pondered for many years over 
the fact that the avascular healed lesions of tuberculosis 
could be proved to contain acid-fast rods at the centre, and 
have pondered still more on the significance of this. 
Research workers have attempted to test the meaning of 
this in studies of the respiration of the tubercle bacillus 
and of its metabolism. J. O. Heplar, C. E. Clifton, S. 
Raffel and Clarice Futrelle began studies on the virulence 
of the tubercle bacillus by observing the effect of oxygen 
tension upon respiration of virulent and avirulent bacilli. 
‘Paired cultures of virulent and avirulent tubercle bacilli 
in thin layers of Dubos-Davis Tween albumin liquid 
medium were submitted to Warburg manometry to test 
preliminary conditions of the experiment. It was found 
that the concentration of. bacterial cells preseni was of 
‘great importance, because with high concentrations the 
difference in behaviour of the two was masked, and the 
amount of oxygen consumed was not proportional to the 
concentration of cells tested, and it appeared that the rate 
of utilization of oxygen might be independent of the 
tension down to very low levels under ideal conditions. It 
is true that avirulent organisms grow move slowly than 
virulent ones, and turbidimetric measurements at the end 
of experiments yielded evidence of this fact. Tests were 
carried out with 1% oxygen or air, and the difference was 
recorded as percentage inhibition; the organisms were 
suspended in phosphate buffer, normal serum and tissue 
extracts, and similar results were obtained. The avirulent 
strain respired more actively than its virulent test partner 
in air, and was inhibited to a great extent in 1% oxygen 
tension. . The authors discuss their results and suggest 
that they might be interpreted to account at least in part 
for the failure of avirulent organisms to multiply in a host 
in .whose tissues the virulent strain multiplies rapidly. 

The second study in this series was carried out by 
L. Ruth Guy, S. Raffel and E. D. Clifton,? and was con- 
cerned with the effect of oxygen tension upon growth of 
virulent and avirulent bacilli. By careful adjustment of 
inoculum ‘a_ four-day-old_ liquid... dispersed culture of 
strains of virulent, avirulent and attenuated bacilli was 
incubated in air and in a gaseous environment containing 
1% oxygen and 7-5% carbon dioxide. After one week the 
growth of the virulent strains in 1% oxygen was 39-8% 
of the growth in air, after two .weeks it was 45-4%, 
and after three weeks 56-2%. The corresponding figures 
for. the avirulent strains were only 22%, 20% and 20-3% 
respectively, and the figures were comparable in all strains 
tested. A control experiment in an almost oxygen-free 


1J. Infect. Dis., January-February, 1954. 
2Ibidem. 


atmosphere with '7-5% carbon dioxide showed that the 
organisms did not multiply, and failed to grow after three 
weeks when oxygen was restored. BCG organisms in this 
series of experiments tended to behave like the virulent 
rather than the avirulent strains. The authors believe that 
the ability of the tubercle bacillus to proliferate in an 
environment deficient in oxygen may be a major factor in 
determining the quality of virulence. Confirmation of 
their findings will be awaited with interest. 


THE PASTEURIZATION OF MILK IN VICTORIA. 


As long ago as 1945 the pasteurization of milk in Victoria 
was discussed in these pages. An Act of Parliament 
dealing with the matter had been adopted by the Victorian 
Parliament, but nothing further had happened. In the 
Victoria Government Gazette of October 20, 1954, a notice 
has appeared in regard to the Milk Pasteurization Act, 
1949. A section of this Act states that a day shall be 
fixed by proclamation in relation to a prescribed district. 
The miurcipal districts of the Cities of Melbourne, Port 
Melbourne and South Melbourne have been prescribed as 
districts for the purposes of the Act. The Lieutenant- 
Governor of Victoria has signed a proclamation that on 
and after the first day of November, 1954, no person in 
the districts named shall— 

(a) sell or deliver milk except milk pasteurized at 
licensed pasteurizing premises and bottled and 
sealed as prescribed; or 

(b) (in the case where the milk is sold and delivered 
at a shop for immediate consumption by a 
customer at the shop) sell or deliver milk except 
milk pasteurized at licensed pasteurizing premises. 


DIETETIC ASPECTS OF THE TREATMENT OF 
LIVER DISEASE. 


THE greater part of the food digested in the intestinal 
tract passes directly to the liver on absorption. Here it 
may undergo a variety of changes before passing on to 
the other organs and tissues of the body. When an organ 
of such biochemical complexity as the liver is disordered, 
care obviously should be taken in the kinds and amounts 
of foodstuffs supplied. A. L. Latner has discussed in some 
detail the dietetic aspects of the treatment of acute and 
chronic liver disease.1 Adequate bed rest to allow of a good 
blood supply through the liver is of the utmost importance 
in the treatment of acute liver disease and without it 
dietetic treatment may be of little avail. Liver cells are 
less susceptible to toxins when glycogen reserves are good. 
Glucose is therefore administered freely to all patients 
with liver disease. Glucose should be given intravenously 
if the disease seems sufficiently severe, the aim being to 
keep the blood sugar at a high level and so suppress 
hepatic glycogenolysis. Patients should be adequately 
supplied with proteins rich in sulphur-amino-acids. Soluble 
casein is very satisfactory. as a dietetic supplement. One 
aims at a total protein intake of some 200 grammes daily 
in a diet supplying more than 3000 millilitres. Often it is 
not possible to get this amount of protein in during the 
acute stages. On occasion the giving of crude liver extracts 
by intramuscular injection increases the appetite quite 
remarkably. Protein hydrolysates given intravenously have 
been recommended, but, apart from the fact that they are 
very troublesome, it is doubtful if they are useful as the 
blood amino acids are already high in severe liver disease. 
The B vitamins, ascorbic acid and vitamin A- should be 
given in ample amounts. Tocopherol and methionine or 
choline or both can be very useful, especially in cirrhosis. 
The blood electrolytes should be watched, as potassium 
tends to fall to low levels in severe liver failure. There 
may also be marked retention of sodium, especially if 
there is ascites. The necessary salts should be administered 
or withheld in order to restore normality. When liver 


2 Proc. Nutrition Soc., 1954, Volume XIII, Number 2. 
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disease is severe, the patient is often comatose. Even when 
there is no coma, anorexia may be marked. Latner has 
found that good results have been obtained in these 
cases by an intravenous regime consisting of glucose, 
saline, potassium chloride, and massive doses of thiamine, 
nicotinamide and riboflavin. In addition to Vitamin K 


and large doses of antibiotics a-tocopherol is given intra- 


muscularly. This regime has been found very useful in 
combating liver failure occurring after cholecystectomy as 
well as in the preparation for operation of severely ill 
patients with biliary tract disorders: The most effective 
treatment for uncomplicated cirrhosis is the high protein 
diet already described. Good results in the long-term 
therapy of ascites are obtained by a regime in which the 
patient is given large amounts of protein and also 
mercurial diuretics. The question of limiting the dietary 
salt intake is somewhat debatable, but most often this 
seems desirable. Coma accompanying long-standing 
cirrhosis is not very satisfactorily treated by the regime 
adopted for coma of acute disease. In these cases large 
doses of sodium glutamate are often effective probably by 
converting excess ammonia into glutamine. 


CORTISONE IN CARCINOMA OF THE PROSTATE. 


THE use of estrogen therapy in-carcinoma of the 
prostate has been known for some years to produce 
beneficial results. One of the most interesting articles on 
the subject was that of J. D. Fergusson and L. M. Franks.* 
‘These authors base their study on material removed from 
the prostate of 33 patients. In their conclusions they 
stated that clinical regression of primary prostatic carci- 
noma’ after wstrogen therapy was associated with histo- 
logical evidence of cell destruction in the prostate. In 
almost all the cases the tumour cells, but not the normal 
tissues, were found eventually to lose their sensitivity to 


the hormone, The authors found that the resistant tumour ~ 


cells had no specific histological characters. A most impor- 
tant point was that even in cases in which a strong 
histological response to estrogen Was produced, there were 
always surviving tumour cells. The authors thus concluded 
that it was unlikely that endocrine therapy alone could 
ever be expected to cure pros eancer. This, of course, 
is what is found in practice. It will be remembered that 
Henry Mortensen, of Melbourne, published in this journal 
in 1953 the results of his use of a proprietary cestrogen 
called “TACE”. Mortensen found that this estrogen did 
not produce the toxic manifestations which followed the 
use of other estrogens. He thought that “TACE” was 
more useful than any cestrogen which had up till that time 
‘been produced. 

A paper of interest comes recently from the pen of 
William L. Valk and R. H. Owens,? who begin their article 
with the statement that there is general agreement that 
bilateral orchidectomy and estrogen therapy will greatly 
improve the five-year survival rate of patients with carci- 
noma of the prostate, but that the mortality rates after five 
years among treated and untreated patients are identical. 
The mortality is, they state, 85%. Valk and Owens write 
that since the reticular zone of the adrenal cortex produces 
steroids similar to the gonadal androgens and estrogens, 
changes in that organ stimulated by treatment have been 
held responsible for the reactivation of the neoplasm. It 
is well known that hyperplasia of the adrenal cortex occurs 
after orchidectomy and also after estrogen treatment. They 
add that in 1951 cortisone made possible adequate adrenal- 
cortical replacement, and a. larger series of bilateral 
adrenalectomies has now been carried out for patients with 
Telapsing carcinoma of the prostate, for patients with 
metastatic carcinoma of the breast, and for patients with 
arterial hypertension. Approximately 50% of patients with 
relapsing carcinoma of the prostate have been benefited 
by this additional procedure. They are wise enough to 
state that this progressive surgical endocrine elimination 
is not an ideal treatment of carcinoma of the prostate and 


the whole endocrine relationship in carcinoma of the 
prostate is but poorly understood. It has been shown, in 

connexion with adreno-cortical hyperplasia, that as little as 

25 milligrammes of cortisone per day will suppress exces- 

sive adrenal androgen production. It is also known that 

atrophy of the adrenal cortex, with adrenal insufficiency 

and death, may result from progressive or excessive use of 

cortisone. The authors have tried to produce adrenal 

cortical insufficiency with large doses of cortisone in 

patients suffering from disseminated carcinoma of the 

Prostate, with the hope that therapy might be evolved, or 

that at least there might be set up a preliminary clinical 

test useful in predicting which patients with carcinoma of 
the prostate might benefit by surgical adrenalectomy. The 

authors give the histories of four patients whom they have 

treated, and they refer to four others who are under treat- 

ment and who appear to have a desirable palliation. - 
Euphoria, and even decreased pain, have been reported by 

many persons using cortisone in large doses. The clinical 

results produced by the authors would, therefore, have 

little meaning unless they were strengthened by definite 

chemical evidence of regression of the neoplasm as shown — 
by decrease in the production of acid phosphatase. This 
occurred in six of the eight patients referred to by them, 
and they therefore conclude that cortisone, in producing 
medical adrenalectomy, has a definite inhibiting effect on 
the neoplasm. It should be noted that these authors state 
that many undesirable effects from cortisone therapy have 
been observed in their patients. 


COLLAGEN DISEASES. 


IN a monumental paper on the pathology of disseminated 
lupus erythematosus published in 1941, Paul Klemperer, 
A. D. Pollack and Géorge Baehr' produce evidence to show 
that in this disease the morbid process involves the con- 
nective tissues, whether they are functional, stromal or 
part of the great dispersed system of filling and supporting 
tissues of the body, and in particular, that there is a well- 
defined disturbance of the collagen of the collagenous fibres 
and ground substance of the connective tissue. Special 
emphasis is laid on the essentially degenerative nature of 
this disturbance, which is regarded by Klemperer, Pollack 
and Baehr as being quite different in character from the 
disturbance of the collagen system associated with 
rheumatic fever. In the following year, the same authors, 
in the title of a short but notable article,? introduced the 
term “diffuse collagen disease” into the medical vocabulary. 
Here, reference is made to the thesis of Morgagni that 
diseases reside in certain organs of the human body, a 
thesis which has dominated pathological anatomy to 
elinical investigation for centuries. A case is made out 
for regarding the connective tissues of the body as making 
up a system, and so capable of being the site of a systemic 
disease in the sense of Morgagni as it already applies to 
diseases of, for example, the hematopoietic or the reticulo- 
endothelial system. Referring to their study on the path- 
ology of disseminated lupus erythematosus which we have 
already mentioned, Klemperer, Pollack. and Baehr state — 
that it was during that study that they first became aware | 
of the disorder of the connective tissue as a system. The 
apparent heterogeneous involvement of various organs con- 
cerned in disseminated lupus erythematosus had no logic 
until it became apparent that the widespread lesions were 
identical, in that they were mere local expressions of a 
morbid process affecting the entire collagenous tissue 
system. The most prominent of these alterations is stated 
to be fibrinoid degeneration—a descriptive morphological 
term indicating certain well-defined optical and tinctorial 
alterations in the collagenous fibres and the ground sub- 
stance. It is considered that the straightening and 
thickening of the collagen fibres, their apparent friability, 
their intense eosinophilia and refractibility, together with 
visible increase in the ground substance, can be due only 
to a profound physico-chemical aberration of the colloid 
state of the connective tissue. 


NoveMBER 20, 1954 


st 


certainly should not be considered a specific therapy, since 


May 23, 


ad. Urol, Bebruary, 1954. 


i 

i 1 Brit. J. Surg., Volume 41, 1953, page 422. 


| 828 
: 
| 
| 


NovEMBER 20, 1964 


THE MEDICAL JOURNAL OF AUSTRALIA gag 


A similar widespread alteration of collagen has also been 
noted by Pollack in certain cases of diffuse scleroderma, 
but the disturbance is manifest not only as fibrinoid 
degeneration, but also as an increase in the bulk and 
density of the connective tissue. This sclerosing type of 
lesion has also been observed in cases of disseminated 
lupus erythematosus, so that apparently fibrinoid degenera- 
tion and collagen sclerosis are the morphological expres- 
sion of different phases of a disturbed colloidal collagen 
system. The studies of Klemperer, Pollack and Baehr led 
them to the conclusion that the connective tissues of the 
body as a whole might be regarded as a well-defined, widely 
dispersed colloidal system liable to a variety of injuries, 
and it would appear that the system is affected in its 
entirety in acute disseminated lupus erythematosus and 
certain cases of diffuse scleroderma. 
cesses affect the connective tissue system, but to identify 
this system as the seat of certain diseases is not to 
identify these diseases with one another or even to relate 
them. This, as Klemperer, Pollack and Baehr state, would 
be an unjustifiable over-simplification. Reference is made 
to the work of Klinge, who showed the widespread involve- 
ment of the connective tissues occurring in rheumatic 
fever, but there are good reasons to consider that this 
condition is quite distinct from diffuse lupus erythematosus 
and diffuse scleroderma. Certainly, as Klemperer and his 
colleagues have repeatedly emphasized, assumption of any- 
thing in the nature of a common etiology is. quite 
unjustified, and this applies not least to Klinge’s idea of a 
common allergic basis. In 1947, Klemperer wrote:* 


By the use of the term diseases ofthe collagen system 
we wanted merely to call attention to the basic altera- 
tion found on histologic examination in certain maladies, 
such as lupus erythematosus and scleroderma. We did 
not wish to assert that these diseases were thereby 
defined in an adequate manner... the term diseases of 
the collagen system merely refers to the fact that 
alterations of the extracellular portions of the con- 
nective tissue are prominent and systemic in various 
diseases. Such a designation would seem to lump 
together such heterogeneous maladies as disseminated 
lupus erythematosus, generalized scleroderma, rheumatic 
fever, and even periarteritis nodosa. This result would 
be regrettable. . . . Only if we penetrate to the basic 
factors responsible for aberration of structural col- 
lagenous tissue shall we be able to define the diverse 
entities which constitute the group collectively termed 
diseases of the collagenous system. 


However, for good or ill, a wide variety of diseases have 
been dumped on to what A. H. T. Robb-Smith has called 
the “collagenous band waggon”.? The tendency towards 
this was greatly reinforced by the early results obtained 
with cortisone in a variety of diseases after its introduc- 
tion by Hench in 1948; and by 1950, Klemperer was writing 
more strongly: 


By suggesting it [the term collagen diseases] we 
unwittingly became responsible for a deplorable usage 
of this term as a collective diagnosis for those puzzling 
maladies which we have tried to differentiate by rational 
pathogenetic investigation. The impatience of clinical 
investigators and a peculiar worship of diagnostic terms 
have led to an exaggerated popularity of the diagnosis 
collagen disease. It is not a term applicable to diagnosis 
and certainly does not define the morbid cubs of the 
diseases grouped together. 

Quoting this statement, Robb-Smith comments that, in 
spite of Klemperer’s warnings, the term has been so 
broadened in its interpretation that it is in danger of 
becoming quite meaningless. Robb-Smith’s opinion is that 
Klemperer’s concept of the functional significance of con- 
nective tissue was fundamentally sound, and the idea of 
collagen diseases has proved a comprehensible—perhaps 
too comprehensible—approach to a group of apparently 
unrelated diseases which seemed at one time to have 
turned from being incurable to responding to a single drug. 
As he points out, early reports of success may have been 
over-sanguine, but the interest which has been focused 
on connective tissue and its diseases has stimulated 
rewarding research both in the fundamental biological 


Other morbid pro- . 


aspects of connective tissues and also in the pathogenesis 
of the diseases themselves. He goes on to state that much 
of the confusion has arisen, not so much from loose 
thinking, although that has occurred, but because the 
essential meaning of the term has been interpreted by 
different authorities in different ways. Even Klemperer 
has encouraged this confusion by strictly limiting the 
connotation of the term to disseminated lupus erythema- 
tosus. scleroderma and dermatomyositis, rather than taking 
a breader view of the conditions which Robb-Smith 
considers can properly be called collagen diseases on 
functional and morphological grounds. Others have based 
their definitions on an etiological or pathogenetic basis, 
which has grave limitations as well as advantages. 

Quite recently, the value of the concept of the collagen 
diseases has been vigorously defended by L. L. Palitz,? who 
offers the following arguments in its favour. First, it has 
opened our eyes to the fact that the connective tissue, far 
from being an inert and unimportant mechanical cement 
substance, is a dynamic, labile and important element of 
the body structure, subject to control and maintenance 
by many factors including hormones, enzymes and 
vitamins. Second, it has pointed out that pathological 
deviations of these control factors can cause extensive 
connective tissue changes, which, because of their wide- 
spread distribution, can result in a variety of symptoms 
and lead to the development of varied and heterogeneous 
diseases. Third, far from grouping together heterogeneous 
diseases, this concept has separated many of these diseases 
from the category of the obscure and all-inclusive “allergic 
diseases” of Klinge by showing that neither fibrinoid 
degeneration nor necrotizing arteritis is exclusively the 
product of hypersensitivity, and that caution must be 
exercised in interpreting these pathological pictures. 
Finally, the demonstration that the “fibrinoid” seen in all 
of these diseases is not precise chemical material, but 
refers only to a “gross” picture, conceivably the result of 
varied chemical substances and different physiological 
mechanisms, has stimulated the search for the proper 
identification of the fibrinoid change in each disease. Some 
progress in this direction appears to have been made in 
relation to disseminated lupus erythematosus. 

Another possible advantage of thinking in terms of col- 
lagen disease is suggested by D. G. Richards.? While readily 
admitting the absence of any demonstrated etiological 
relationship between individual members of the group, 
Richards draws attention to the importance of early diag- 
nosis of these disorders, because many of them do share a 
common response to treatment with the corticoid drugs. 
The diagnosis of individual ‘collagen diseases” often 
presents little difficulty, but patients suffering from the 
rarer collagen disorders may present an extremely acute 
illness in which many of the more characteristic features 
may be absent or conspicuous. Thus, diagnosis and the 
institution of appropriate treatment may be unduly delayed. 
Richards presents the case histories of three patients to 
illustrate the difficulties in diagnosis in these very acute 
cases and to show how the administration of corticoids 
may preserve life and how their continued administration 
may maintain reasonably good health for prolonged 

periods. 

Just what will be the status of the term collagen diseases 
in a few years’ time is impossible to predict. Almost 
certainly the concept will have developed, perhaps radic- 


ally, away from its present form or forms. The evidence 


already quoted suggests that it will at least have played 
a significant part in the evolution of the understanding 
of the nature of disetise. It is to be hoped that subsequent 
developments will not justify Robb-Smith’s statement that 
the medical profession has always been attracted to 
obscurantism in diagnostic terminology, but perhaps the 
matter will be kept in perspective by meditation on the 
caustic comment of Delaunay quoted by Robb-Smith: 
Dire “maladies du collagéne”, c’est ajouter wn mot de 
plus @ la science médicale sans aucunement enricher nos 
connaissances. . O’est reprendre le phraséologie des 


1 Bull. New York Acad. Med., October, 1947. 
2 Practitioner, August, 1954. 


médecins de Moliere. Le mot est commodef A quot 
bon sil n’est la que pour voiler notre ignorance. 

1Arch. Dermat. Syph., 1954. 
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-@& localized cells to be in embryo extract 
- Abstracts from Wevical tumour in its ee host Sylvilagus and buffered saline and distributed over 
Literature. in Brazil, but in the European rabbit a Petri dish. This was incubated until 
t causes a generalized infection with a monolayer of cells had grown (usually 
sit cin be brace, washed pnd” with’ varus 
present and can ns- was an oc 
BA Bo ey EE mitted by a mosquito bite; virus- suspension. Thirty minutes were allowed 
: infected blood on the other hand does for adsorption of virus to tissue cells; 
us, then a layer of melted agar con- 
. ent was jocu- taining neutral red was over 
late rabbits intradermally; at. the top, and the plates were incubated 
intervals an animal was bled from the in an atmosphere containing carbon 
P. W. ENsMiInGcmR, C. G. CULBERTSON heart and exsanguinated, organs and dioxide. In some experiments specific 
4nD H. M. Powm (J. Infect. Dis. tissues were removed and prepared for antiserum was added to the tissue 


November-December, 1953) describe 
antigenic Haemophilus pertussis vac- 
cines grown on charcoal agar. They 
have tested the effect of adding up to 
1% of charcoal to a medium containing 
casein hydrolysate and stiffening it 
with 2% or 8% of agar. Maximum 
growth was obtained in’ forty-eight 
hours, and this was five times greater 
than in control media without charcoal. 
The antigenicity was tested by intra- 
cerebral challenge of vaccinated mice, 
and vaccines prepared from the con- 
centrated growth from charcoal agar 
cultures were comparable to the anti- 
genicity standards required by health 
authorities. The authors consider that 
charcoal agar can replace SBordet- 
Gengou agar in the cultivation of H. 
pertussis 


Variants of Poliomyelitis Virus. 


A. R. SaBin, W. HENNeESSEN AND J. 
Winsser (J. Haper. Med., June, 1954) 


of the poliomyelitis virus. Virus strains 
known to be highly virulent for cyno- 
molgus monkeys were used, and tissue 
cultures were made from either monkey 
kidney or monkey testis; the testis 
cultures were kept stationary, ‘the 
iddney cultures in a 


passed 
thirty in kid kidney tis- 


sue culture exhibited a great diminu- 
tion in virulence for cynomolgus 

monkeys, many monkeys remaining 
well and failing to show second in the 
after intra- 


inoculum was intramuscularly, 

a few animals developed small central 
sirens system lesions, while infection 
by the oral route did produce some 
fatal prostrating polio- 
myelitis, Similar findings resulted from 


and it was noted _ that 
while the original culture was_patho- 
genic for mice when given by the 
eal but not the intracerebral route, 

after 34 kidney tissue passages, it did 
not. produce paralysis by either route. 
An addendum from the authors states 


or oral routes, can produce 


of Myxomatosis. 

-F.. Fanner AND GWENDOLYN WooprRooFR 
(Brit, J. Eaper. Path. August, .1953) 
have. continued their studies of the 


estimation of virus, and the blood was 
searched for complement-fixing soluble 
antigen, and in the later period for anti- 


day haa developed a true secondary 
rash, and the complement-fixing 
antigen appeared in detectable amounts 
in the serum from the seventh. day 
onwards. antibody is only 
formed -small amounts just before 
death, and complement-fixing antibody 
not at all. Separation of the blood 
into fractions made it apparent that 
virus seemed to be carried in associa- 


“tion with lymphocytes. Starved mos- 


quitoes were allowed to bite selected 
areas (at the primary lesion, on the 
base of the ears and near the eyes), 
and a high proportion of them became 
infective. 
naturally accessible to biting 
| Diseases and Their 
Control with Penicillin. 


8. H. Bernstein, H. F. 
Harper, JUNIOR, W. KLINGENSMITH 
anv J. A. CANTOR (J. Lab. & Clin. Med., 
July, 1954) have carried out a series of 


their control with orally sdeninlatared 
penicillin. Mass prophylaxis was 
carried out after the presence of 
epidemic - streptococcal infection had 
been established in the area. One troop 
was given 250,000 units of crystalline 
penicillin G orally twice daily for ten 
days; hospital admission for strepto- 
coccal infections fell greatly, and after 
four weeks began climb again. 
Similar treatment toe half the period 
in another troop did little to control the 
incidence. Treatment of new recruits 
being added to the establishment was 
then instituted, and the spread of 
streptococcal infection appeared to be 
under control. Sensitivity reactions to 
penicillin occurred in 0°3% of men and 
were mild. Typing studies were carried 
out on the hemolytic streptococci 
recovered, and type 3 was found to 
redominate 2 


nephritis. The authors state that the 
penicillin 
Larger doses 
less well taken, and sho 

the period was a: followed 
by a rise in carrier rate. ; 


Plaque Formation with Poliomyelitis 
Viruses. 

“RR. AND MARGUERITE Voor. 
(J. Baper. Med., February, 1954) 
developed a technique by which they 
could study plaque formation 


isolation of pure lines with poliomyelitis 
viruses. They produced a 
tissue culture in Petri dishes by 
patient treatment of alt kidney 
tissue: after tryptic digestion in 

to prepare smail cell clusters and angie 


These areas would be ones. 
insects. 


dosage given was well. 
tolerated and effective. 


and. 


culture before the virus. In tissue 
cultures injected with types 1 and 2 
poliomyelitis virus after twenty-four to 
forty-eight hours’ incubation, clear 


areas described as plaques could be ~ 


seen contrasting with living cells which 
were stained intravitally. with neutral 
red; the number of plaques varied 
directly with concentration of the 
inoculum. In the cultures containing 
homologous antiserum, plaque forma- 
tion was completely inhibited. Type 3 
virus plaques appeared more slowly, 
and at similar periods of incubation 
were always smaller than those of types 
1 and 2. The titres of preparations of 
virus obtained with this technique were 
higher than those obtained by monkey 
titration. The authors that 
each ‘plaque originates from a ye i 
virus particle, and pure lines of virus 
can be isolated from single plaques. 


Antisera to Three Types of 
Poliomyelitis Virus. 


H. A. Wenner, C. A. Mitte, P. 
KaMITSUKA AND J. C. WiILson (Am. J. 
Hyg., March, 1954) describe the 


preparation and standardization of 
antisera prepared with the three Shown 
types of poliomyelitis viruses. They 
serum from 200 rhesus monkeys, 
pooled, filtered and distributed in “Os 
millilitre amounts and lyophilized. Tests 
showed that the sera were type specific 
and had consistently high neutralizing 
power against the three prototype 
viruses. The work was undertaken at 
the request of the Committee on Typing 
of the National Foundation for 
Infantile Paralysis. ‘The authors dis- 
cuss the use of such sera and the risks 
attached to that use. 


Multiplication of Pelttanoeie Virus. 


S: P. anv J. Vv. GosTLING 
(Brit. J. Beper. Path., June, 1964) have 
studied the mode of multiplication of 
psittacosis in a single strain of the 
virus well adapted to the mouse. They 
injected intraperitoneally pairs of 
animals, and after varying periods of 
time examined the spleens for virus, 
and ‘extracts and fractions of extracts 
heated and unheated for antibody, using 
the complement-fixation test. 
state that in the stained preparation 
from the spleen, Castaneda’s method 
virus could be. seen in 


the elementary body 
appearance. “At sixteen hours com- 
plement-fixation for the heat-stable 
group antigen gave a reaction when 
whole’ serum was used; at forty-eight 
hours it was positive in 1:32 dilution, 
while the heat-labile antigen appeared 
at sixteen hours. The infectivity tests 
seemed to show that early in infection 


- gome virus had lost its infectivity, but 


after the end of the first hour to the 
sixteenth hour, virus multiplication was 


No 
we 
su! 
in 
wa 
dig 
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i fai 
th 
an 
body. Results showed that virus rapidly oe 
increased in the inoculated skin fol- 
lowed by the lymph nodes and the ‘by 
pr 
in 
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cerebral inoculation. When the : 
| 
q such experiments with the modifica- 
i tion of type 2 virus. Type 3 virus : 
| after 34 tissue-culture passages failed 
to produce lesions in monkeys after 
either intracerebral or intramuscular 
| 
: that these experimentally produced aired or small groups of so- 
variants, whose. virulence is- altered as.. forms after eight hours 
/ tested by intracerebral, intramuscular and through to sixteen hours. After 
| 
pathogenesis of infectious myxomatosis 
] with a series of experiments designed zZ 
to follow the mechanism of infection 


NovEMBER 20, 1954 


THE MEDICAL JOURNAL OF AUSTRALIA 


831 


well under way. There was nothing to 
suggest that the virus was multiplying 
in a non-infective form, and an attempt 
was made to “unmask latent virus” 
by various means such as _ tryptic 
digestion, freezing and thawing, and 
raising the pH; but these procedures 
failed to do this. The authors believe 
that the virus divides by binary fission, 
and the lag phase of bacterial multi- 
plication has a counterpart in the 
multiplication of this large virus. 


Myocardial Necrosis and Streptococcal 
Proteinase. 

A. KELLNER AND T. Ropertson (J. 

Exper. Med., May, 1954) have tested 

the observation that myocardial 


.necrosis can be produced in animals 


by means of crystalline streptococcal 
proteinase. They gave a single dose 
intravenously in suitable amount to 
rabbits, mice and guinea-pigs, sacrificed 
them from one to three days later and 
examined the heart and other organs. 
The enzyme used came from the 
Rockefeller Institute as a white powder, 
and for use was dissolved in 0:01 M 
cysteine brought to pH 7°5 with sodium 
hydroxide; this was because the enzyme 
requires sulphydryl groups for optimum 
activity in vitro. Control animals were 
given enzyme heated to 90° C. for thirty 
minutes. In 10 of 13 rabbits necrosis 
was seen, extensive lesions being 
present in three, while 12 controls had 
no lesion at all. Similarly, in guinea- 
pigs and mice, it was found possible to 
produce marked cardiac necrosis. The 
microscopic appearances varied with the 
length of time, but in no case did the 
lesions appear to involve blood vessels. 
In the mouse, heart calcification could 
often be detected. The authors discuss 
the findings in relation to the lesions 
of rheumatic fever in man, and empha- 
size the difference in the appearances. 
They record that in two instances 
amongst the rabbits small verrucous 


' lesions were seen on the free edges of 


the tricuspid valves. They refrain from 
making any suggestions about the sig- 
nificance of this finding and remark 
that further observations are necessary. 


HYGIENE. 


Toxic Properties of Dimethyl- 
nitrosamine. 


J. M. Barnes AND P. N. Macze (Brit. 
J. Indust. Med., July, 1954) state that 
dimethylnitrosamine (D.M.N.) is a 
potentially useful solvent on which 
few toxicity data have yet been pre- 
sented. Prompted by the occurrence of 
two cases of liver injury in men 
handling this substance in the labora- 


‘tory of a large firm, a study of its action 


on experimental animals was under- 
taken. In rats, mice, rabbits, guinea- 
pigs and dogs, dimethylnitrosamine, in 
doses of 20 to 40 milligrammes per kilo- 
gram, produces severe liver necrosis 
ending fatally. Other organs are® not 
damaged. The lesions have some 
features in common with those pro- 
duced by carbon tetrachloride, but also 
some distinctive features. In dogs, rats 
and guinea-pigs a striking feature. is 
hemorrhage into the gut and peritoneal 
cavity. Discussing the practical aspects 
of the question, the authors state that 
as a solvent dimethylnitrosamine is 
obviously toxic, and from their limited 
experience of its use it is clearly a 
dangerous substance to handle, despite 
its low volatility and consequent com- 


parative freedom from hazards from its 
vapour. The absence of a strong smell 
or other irritant properties means that 
contamination of the skin and clothes 
may have passed unnoticed. Though 
it does not readily penetrate the skin 
of rats, it may more easily be absor' 

if clothing is soaked and applied to the 
skin. However, there are no observa- 
tions which suggest that such was the 
route by which the two men absorbed 
the substance in doses sufficient to pro- 
duce cirrhosis of the liver. The authors 
discuss the level of dosage at which 
exposure to this substance will be 


‘dangerous. 


Raynaud’s Phenomenon Caused by 
Vibratory Tools. 

R. P. Jepson (Brit. J. Indust. Med., 
July, 1954) has investigated 41 patients 
from various trades thought to be 
suffering from Raynaud’s phenomenon 
caused by vibratory tools. Seven of the 
patients were suffering from some other 
condition which could not possibly be 
attributed to this type of work. In the 
remaining 34 cases vascular tests ex- 
cluded organic occlusive lesions, and in 
approximately one-half of the. cases 
the tests confirmed the liability to 
Raynaud’s phenomenon. The value of 
tests was limited by false positive and 
negative results in patients and normal 
controls, so that the diagnosis of 
Raynaud’s phenomenon caused by 
vibratory tools must at present be made 
on clinical grounds. The authors state 
that the use of some form of vibratory 
tool leads to a much higher incidence 
of Raynaud’s phenomenon with early 
onset than does the use of other forms 
of tool. In occasional instances, nearly 
all the individuals exposed for one or 
more years are affected. The severity 
of the Raynaud’s phenomenon reaches 
a maximum within a few years of its 
first appearance, and further exposure 
apparently does not change its severity. 
There is little evidence to suggest that 
Raynaud’s phenomenon, once estab- 
lished, will disappear or appreciably 
abate in severity, even though the 
patient abstains from the causative 
employment. Raynaud’s phenomenon 
rarely interferes to a great degree with 
the patient’s work. It may, however, 
limit the enjoyment of his leisure to 
the extent that gardening, swimming 
and the observation of, or participation 
in, outdoor games may be impaired by 
reason of numb or painful fingers. 


An Epidemic of Infective Hepatitis. 


T. C. R. ArcHeR (J. Roy. Army M. 
Corps) reports an epidemic of infective 
hepatitis which occurred in two military 
units sharing the same camp of 
Hong Kong garrison. Eighty-one cases 
occurred, representing an attack rate 
of 12°4 per hundred. The epidemic 
appeared in four waves and showed the 
explosive character of a waterborne 
infection. Clinically, all cases were mild. 
Investigation of the epidemic indicates 
the water supply as being the means of 
transmission. The camp was supplied 
by water from two sources: first, a 
well-purified source for drinking and 
cooking purposes, and second, a pol- 
luted river water for washing and 
conservancy. On at least two occasions 
the first source failed, and a Chinese 
civilian employee connected up the river 
supply to the drinking water piping 
system. Confirmation of the fact that 
this was the means of infection is made 
by the freedom from infection of a large 
group in the camp who had separate 
water supply and the dramatic end to 


the epidémic when the polluted river 
supply was cut off. The author stresses 
the danger of the dual water supply 
System. He states that recent experi- 
mental work on the purification of 
water infected with the infective hepa- 
titis virus indicates that thorough 
clarification, including filtration, fol- 
lowed by superchlorination for a period 
of at least thirty minutes, is necessary. 


Pathways of Influenza Spread. 


A. Isaacs AND I. R. CuHerti (Lancet, 
September 4, 1954) report a study of 
the distribution of two antigenic 
varieties of influenza virus A among 
some 400 strains received at the World 
Influenza Centre during the past four 
years. They state that the two anti- 
genic varieties were not distributed at 
random, but their appearance seems to 
have followed a definite sequence in 
the different countries. To explain the 
distribution of virus found and the 
supersession of one virus variant by 
another, the authors suggest that the 
immunity of a large proportion of the 
population in different countries may be 
remarkably uniform from the epidemio- 
logical point of view. 


Nickel Poisoning. 


F. W. SUNDERMAN AND J. F. KINcaIp 
(J.A.M.A., July 3, 1954) report their 
clinical observations on 36 persons 
accidentally exposed to the vapours of 
nickel carbonyl. Two patients died, and 
many of the others were critically ill. 
The concentrations of nickel in urine 
and blood were determined in samples 
obtained from exposed persons. The 
authors state that their studies indicate 
that the nickel concentrations-in urine 
and blood are increased manyfold above 
normal after exposure. Increase in the 
concentration of nickel in urine may be 
correlated with the severity of exposure. 
Dimercaprol (BAL) was administered to 
32 exposed persons, 31 of whom sur- 
vived. The administration was attended 
by increased excretion of nickel in the 
urine and a profound decrease in the 
concentration of nickel in the blood. 
The authors’ considered opinion is that 
the administration of dimercaprol was 
beneficial in practically all cases and 
may have been life-saving in several. 


Poliomyelitis and Household 
Contacts. 


M. Siecet and M. GREENBERG (J.A.M.A., 
May 29, 1954) have carried out a study 
in relation to multiple cases of polio- 
myelitis in households in New York 
City. They state that the study reveals 
two relationships between the initial 
type of disease in the household and 
the outcome among household contacts. 
First, the probability that more than 
one case will develop in a family is 
greater when the initial case is para- 
lytic than when it is non-paralytic, and 
the age span of susceptibility is in- 
creased. Second, the prognosis in the 
subsequent cases’ that develop in the 
affected households is worse, both for 
life and for paralysis, if the initial case 
is paralytic. The authors state that 
the explanation of these results is 
speculative, but the practical considera- 
tions seem fairly clear. First, the 
clinical type of disease that is first 
met with in a household is of some 
prognostic significance with respect to 
the occurrence of other cases, their 
clinical types and case fatality. Second, 
the need for protection of contacts is 
greater if the initial case is paralytic 
than if it is non-paralytic. 
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Special Aeticles tor the Clinician. 


(ConTRIBUTED BY REQUEST.) 


CX. 
THE DIAGNOSIS AND TREATMENT OF LUMBO- 


SACRAL PAIN AND SCIATIC NEURITIS (LOW 
LUMBAR PAIN). 


THE patient with low back pain is usually seen soon after 
the first acute attack or in an acute phase of recurring or 


chronic pain. 
CAUSES TO BE EXcLupeEp. 
The following causes of low backache are excluded. 


Occasional Backache. 


The cause of the common pain, which is not severe, such 
as that which follows unusual stooping (gardening) or 


» prolonged bending (hand laundry) is unknown; the pain is 


relatively unimportant and temporary, and is excluded from 


this discussion unless it is accompanied by neurological and 
X-ray signs, or is severe and continuous (see _“Important 
Causes”). Patients rarely seek medical advice. 


Abdominal Visceral and Pelvic Causes. 


Pain from abdominal visceral causes is excluded—for . 


example, carcinoma of the head of the pancreas, varicocele, 
kidney disease, pregnancy, ovarian cyst, retroperitoneal 
sarcoma, chordoma, aneurysm of the aorta, carcinoma of 
the cervix with pre-sacral plexus involvement, dysmenor- 
rhea et cetera—because these maladies are obvious causes. 


Functional Causes. 


The functional: type of low back pain is one in which a 
real cause, not necessarily unimportant or slight, exists, 
but the superimposed functional element is superlative and 
is the real trouble. It is important and only tco common. 
The patient—not always female—has chosen low backache, 
from a well-known list of complaints, as a form of “escape” 
from family worries et cetera. A few patients are dishonest 
malingerers who decide to “faire le malade” for reasons best 
known to themselves. In order to further the importance 
and accounts of their sufferings they always exaggerate; 
they are often aggressive and rude, but readily resort to 
tears; and they are exceedingly critical of former. medical 
advisers. They may speak loudly, or alternatively whisper 
or hiss. Examples of other complaints that this group 
favours include coccydynia, proctalgia fugaz, visceroptosis, 
pleurodynia, bronchial coughs, catarrh, writer’s cramp, pains 
all over the body that even shoot out through the tip of the 
nose or ears, functional acroparesthesia, darting pains in the 
joints, virtually no sleep, glove and stocking anesthesia, and 
pain over the inner side of the tibia and other subcutaneous 
bones. They generally have some real but moderate grounds 
for complaint of pain at the beginning—for example, 
coccydynia (fall on buttocks after slipping from a chair) or 
writer’s cramp—but when the functional element enters, 
the complaints become supeflatively exaggerated and are 
sustained over long periods, if not for ever, despite any 
method of treatment. For example, many people can “click” 
a small joint which is normal. They may practise the 
movement until they can improve the loudness of the click 
and thereby annoy others, which is their object in order to 
gain sympathy or some other more tangible reward. Others 

ean click the cervical part and even the lower lumbar part 
of t the spine. These people may be mentally unstable; and 
it is most difficult to convince them that they are wrong in 
thinking that “something goes out of place”. It is generally 
unwise to splint, manipulate, operate et cetera on this type 
of patient, even if there is an objective disorder, such as 
spondylolisthesis. They usually deny that they are ever 
relieved, and more often claim that they are worse as a 
result of treatment. Notwithstanding, it must be remembered 
that in the case of low backache—despite a superimposed 
functional element—it is rare to find no objective cause. 
But in most of these cases sg treatment should not be 
active (and expensive), and should be directed towards 
removing the underlying ‘worey; for example, advise a 
holiday from “the family” et cetera—the farther away the 
better (for example, northern. Queensland for southern 
patients is recommended). 


myositis”, “lumbago”, “myo- 


Rare and Doubtful or Non-Existent (“Doctor-Made”) 
Diseases. 
- In Muscles. 


Doubtful diseases in muscles include “fibrositis”, “fibro- 
fascial strains”, “spongy back”, 

“Jarred nerves”, “trigger points” (so-called), pulled and 
twisted muscles, nervous tension, bruised back, tired back, 
torn muscles (except when there is bruising, or a hematoma 
organizes and forms a blood cyst; and also in fractures of 
the transverse processes accompanied by tearing of the 
origins of the quadratus lumborum and iliopsoas muscles) 
et cetera. These names have no significant clinical meaning. 


The symptoms (but not the signs) of so-called “lumbago”’, 
“acute fibrositis” et cetera are the same as those from other 
real causes of lumbo-sacral pain, such as a disk lesion with 
no neurological signs. Most observers do not believe that 
fibrositis exists except in advertisements on the wireless, on - 
hoardings, in the pages of popular coloured weeklies, in 
chemists’ shops et cetera. They have never seen the con- 
dition, but those clinicians who fail to diagnose the cause of a 
“backache” in the lumbar region find it is a useful standby. 
Scientifically it is in the same Glass as a “chill on the liver”, 
“influenza”, “headache”, status lymphaticus, low biood pres- 
sure, infected colon et cetera, The patient is satisfied because 
it may justify him in continuing with a favourite remedy, 
and in any case he thinks he understands the nature of his 
well-advertised complaint. 

“Fibrositis” is a simple “non-diagnosis” which appears to 
absolve one from making any proper clinical or X-ray 
examination. “Treatment” is then carried out without a 
correct diagnosis. The following are some comments on 
“fibrositis’” made at the second plenary session of the British 
Medical Association Annual Meeting (Cardiff) on July 16, 
1953: “But today the very existence of the condition was 
doubted” (Talbot Rodgers). “Pathologists were shy of the 
term. . . . He thought it was highly probable that they were 
discussing a disease which no longer existed” (Douthwaite). 
“It confirmed one’s impression that this was a medically 
fashionable diagnosis which had supplanted visceroptosis, 
pleurodynia, disordered action of the heart, and others of 
that ilk in which no organic pathological lesion could be 
demonstrated” (Spillane). “Mr. J. S. Batchelor (London) 
opened with the remark that he did not believe in fibrositis.” 
“Fibrositis was the commonest misdiagnosis today” (Cyriax). 
“A term which was now described as the refuge of the 


“diagnostically destitute. He agreed that it was a ‘wastepaper 


basket’” (Kersley). 

Fibrositic nodules are rare. The normal fat lobules 
that form an ‘attomical ‘at pad in the overweighted person 
(for example, over the sacrum, on the inner side of the 
knees, over the shoulder, especially in females) are often 
mistaken for them. These normal lobules are an invitation 
and temptation to those who too frequently have recourse to 
the long needle and 1% “Novocain” solution as a means to 
an end. Other clinicians justify this and similar empirical 
but useless procedures by the excuse “something is being, or 
must be done for the patient”. But we should always make 
a correct diagnosis, and if this is not possible, inform the 


patient that for the time being there is not sufficient 
evidence for a decision to be made. A wrong and unscientific 


diagnosis—such as fibrositis et cetera—should not be made. 
Nor should “treatment” such’ as deep X-ray therapy be 


recommended. ‘Treatment that is jially if a 
correct anemone has not been ogy Hoa is costly for the patient. 
Finally, in Parkes Weber’s book, “Rare Diseases and Some 


Debatable Subjects”, subcutaneous nodules are described as 
@ rare occurrence in xanthomatous rheumatoid arthritis, 
palindromic rheumatism (Hench and Rosenberg, 1944) et 
cetera. The nodules appear intracutaneously and sub- 
cutaneously, mainly around the shoulder girdle. They dis- 
appear on pinching, but may reappear next day or a few 
hours later in the same area or near by; and they are 
painful. Only a few clinicians have seen this disease in a 
long career. - a 
In Joints. 


There used to be so-called sacro-iliac strains and sub- 
luxations, traumatic. arthritis between the articular pro- 
cesses et cetera, and these may or may not have existed. 
But Shey were never demonstrated by clinical or X-ray 
examinations, and have been outmoded in a od 
“fibrositis” et cetera. “Kissing” spinous processes are 
A fifth lumbar vertebra, joined by bone to the serum 
(assimilated to it), is a “sacralized fifth lumbar vertebra” 
pag is no such thing as a lumbarized sacral vertebra) and. 

is fairly common; and in these circumstances there are 
only four lumbar vertebre. The disk space between the 
sacralized fifth lumbar and first sacral vertebre is always 
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narrow in the lateral’ view, and this sometimes causes 
mistakes. The lumbar vertebre should always be counted 
in the front view. These abnormalities appear to be symp- 
tomless. 


Lesions in the Thigh Irritating the Sciatic Nerve. 


Lesions in the thigh irritating the sciatic nerve include 
osteoid osteoma in the upper third of the femur and glomus 
tumour in the popliteal fossa. i 


ImporTANT CAUSES. 


Important causes may lie in (i) the spinal canal, (ii) the 
vertebral column and (iii) the pelvic bones. They may be 
listed as follows: 

(i) In the spinal canal: disk lesions; intraspinal tumours; 
hypertrophy of the ligamentum flavum; neurofibromatosis; 
arachnoiditis et cetera. 

(ii) In the vertebral column: congenital hemivertebra; 
spina bifida; spinal osteochonditis juvenilis;+ trauma, as in 
old fracture, Kiimmell’s disease and spondylolisthesis; 
chronic infection, as in tuberculosis of the spine (50% of 
tuberculous bone disease is in the spine), osteomyelitis and 
syphilis (for example, Charcot’s disease); acute infection, 
as in osteomyelitis, typhoid and rare causes such as brucel- 
losis; parasitic infestation, such as hydatid disease and 
coccidosis; secondary neoplasm, such as cancer of the 
prostate (important) and breast (important) and lympho- 
sarcoma; primary neoplasm, either innocent, as hemangioma, 
or malignant, as sarcoma; generalized or unknown diseases 
involving bone—(a) rare conditions, like Hodgkin’s disease, 
Gaucher’s disease, multiple myeloma, hyperparathyroidism, 
rickets, osteomalacia, eosinophilic granuloma, Christian- 
Schiiller’s disease et cetera, (b) uncommon conditions, like 
Paget’s disease, (c) common conditions, like osteoarthritis 
and senile osteoporosis. . 


(iii) In the pelvic bones: in the sacre-iliac joint, for 
example, ankylosing spondylitis, which starts in sacro-iliac 
joint, tuberculosis and osteoarthritis; in the pelvis, for 
example, osteomyelitis, secondary carcinoma (of the prostate, 
breast et cetera) and chondrosarcoma. 


A recent study of 250 consecutive patients showed that 
the ten common or grand causes of lumbo-sacral pain with 
or without sciatic neuritis were in this order of frequency: 
(i) acute disk lesions, 21%; (ii) unstable lower lumbar 
vertebre (listhesis or pseudospondylolisthesis—Junghann), 
21%; (iii) disk degeneration between fifth lumbar and first 
sacral vertebrze with secondary lumbo-sacral osteoarthritis, 
15%; (iv) spondylolisthesis, 18%; (v) spondylitis (osteo- 
arthritis), 12%; (vi) senile osteoporosis, 6%; (vii) old 
fracture, 35%; (viii) ankylosing spondylitis, 3%; (ix) 
tuberculous disease, 2% (the herniation of disks into the 
bodies with projection through the front of the vertebre 
simulates tuberculous disease; tuberculous disease of the 
sacro-iliac joints is rare); (x) secondary carcinoma in the 
bony pelvis and lumbar vertebre, myeloma et cetera, 2%; 
(xi) other conditions, including functional states, sacro-iliac 
arthritis and brucellosis, 1:5%. 


DIAGNOSIS. 


The diagnosis is made from the history and also by clinical 
and special methods of examination, such as X-ray examina- 
tion. 


Onset. 


With all these causes, a sudden onset is the rule, although 
there may have been some discomfort, unimportant and 
unremembered, before. A strain, as in straightening up after 
bending forward, may cause a disk lesion, movement of an 
unstable vertebra and nipping of a nerve by osteophytes 
when the intervertebral foramen is narrowed by osteo- 
arthritis or by narrowing of the intervertebral disk space. 
Gross and long-standing osteoarthritis may be painless until 
a blow or twist causes, for the first time, the painful back 
that thereafter becomes a chronic state, especially if “the 
notion of compensation dawns in the patient’s mind and 
looms ever larger in his thoughts” (Walshe). 


The act of picking up an object quickly can cause crushing 
of a vertebra. softened by senile osteoporosis (and also osteo- 
porosis in the post-menopause, Cushing’s syndrome et 
cetera), which is a metabolic disease; or of a vertebra in 


1Scheuermann’s disease is always limited to the epiphyseal 
plates of the lower dorsal vertebra. Calvé’s disease is in one 
ody of a vertebra, which is reduced to a thin dense disk of 
bone, as in Kéhler’s disease of the tarsal scaphoid ; it is usually 
in the dorsal region. Schmorl’s nodules may disorganize the 
lumbar vertebre. 


which the cancellous bone has been painlessly replaced by 


the carcinomatous metastasis, myeloma et cetera. 


Pain. 
Situation. 


Pain is usually in the mid-lumbo-sacral region, but may 
be over one or both sacro-iliac joints, and is sometimes in 
one or both buttocks. Pain in the ilio-inguinal region 


exists, but is inexplicable. 
Radiation of Pain. 


Lumbo-sacral pain may radiate down the back of the 
thigh and calf to the ankle and outer side of the foot and 
sole (first sacral segment); but if it passes down the thigh 
to the outer side of calf and the dorsum of the great toe, 
the fifth lumbar nerve root is irritated. Tingling, “pins and 
needles” and numbness are complaints. The fourth lumbar 


nerve is occasionally irritated. The pain may vary from 
side to side, but is usually constant. 


Eifect of Coughing and Sneezing. 

Coughing, sneezing and the like compress the diaphragm 
and obstruct the venous return of the abdominal veins (as 
in Queckenstedt’s test). This raises the cerebro-spinal 
pressure. The effect can be caused by pressing on both 
common jugular veins. It is a certain sign of intraspinal 
root pressure, usually from a prolapsed disk. 


Severe Pressure on Nerve Roots of the Cauda Equina. 


The onset of paralysis from a massive retropulsion of a 
large amount of nuclear material is liable to take place in 
pregnancy and the puerperium (with generalized softening 
of fibrous tissue) and after manipulation. The protrusion 
may be central. 


Special Characteristics of Pain in the Ten Listed Causes. 

The special characteristics of the pain associated with the 
ten listed causes are as follows. 

With a disk lesion, sciatic pain is increased or caused 


by coughing et cetera. Sudden extension after the spine - 


has been flexed may cause this. The pain shoots into the 
toes from the back of the thigh and calf. 


With osteoarthritis, collapse from a gross fracture, metas- 
tasis and senile osteoporosis, pain is often bilateral, girdle 
in type if higher in the lumbar region, very severe and 
relieved only by drugs or by hyperextension on a pillow or 
sling in order to eliminate the .collapse which is narrowing 
the intervertebral foramen and nipping the nerve. 


With spondylolisthesis, neurological changes are rare. A 
laminectomy may be performed as a preliminary to bone- 
grafting, but a disk lesion at the site of slipping is rarely 
seen. By the time patients are operated on, no complete 
disk as a rule exists. But there may be a protrusion of the 
disk above, for example, between the fourth and fifth lumbar 
vertebree when the disk space between the fifth lumbar and 
first sacral vertebre is involved in the slipping (Armstrong), 
but neither F. P. Morgan nor I have ever seen this; more 
often the fifth lumbar vertebra is unstable and is the real 
cause of pain. Pain is bilateral and does not as a rule 
extend beyond the buttocks. This pain does not appear to 
be caused by stretching of. nerve roots from the sacrum 
slipping backwards, but is perhaps caused by the liga- 
mentous strain. 

If neurological changes exist, for example, irritation of 
the fourth lumbar nerve root in a patient with proved 
spondylolisthesis between the fifth lumbar and first sacral 
vertebra, a disk lesion bétween the fourth and fifth lumbar 
vertebre may be suspected; but instability of the fourth ami 
fifth lumbar vertebre is the common thing. 

The pain of the unstable vertebra is mainly local, does not 
tend to radiate and cause sciatica, but may cause pain in 
the buttocks or ilio-inguinal region (the cause is not clear) 
and is not usually associated with neurological changes. It 
may not be relieved by a brace or immobilization, which may 
increase the pain. This is important. 

With ankylosing spondylitis the pain starts in both sacro- 
iliac joints and then involves the costo-transverse joints 
(pain between the,shoulder blades) and finally the whole 
of the thoracic vertebre. The disease is often painless 
(worse deformities occur in these cases), but in other cases 
it may be severe only after an injury which has super- 
imposed acute traumatic arthritis. 


General Health. 


With the ten main causes the general health of the patient 
may be unaffected except in the presence of carcinoma (for 
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example, of the prostate or breast), metastases else- 
where, anzmia, late loss of weight et cetera (patients with 
carcinoma of the prostate may live for several years); and 
also of tuberculous disease of the spine, when, for —e- 
phthisis may exist. 


Past Health. 


A history of old injury or fracture, mastectomy ‘oes ten 
or twenty years before), pleurisy et cetera is significant. 
Many patients have had a recent “free” chest X-ray 


examination. 
Family History. 
The family history is significant if a tuberculous spine is 
suspected. 


Examination of the Spine. 


For examination of the ine the patient should be 
examined unclothed and standing at first. Inspection may 
reveal the following points: 


Posture. 


With an acute disk lesion the lumbar part of the spine is 
held rigid, the lumbar curve is characteristically flattened 
(“the straight back’’) and the whole trunk is bent forwards 
at the hips. 

With spondylolisthesis and unstable lumbar vertebre, there 
is increased lumbar lordosis and movement (the patients can 
touch toes easily, and are aware of this) which is the 
opposite state from that with the disk lesion. With old 
fractures, tuberculous spine and vertebral body collapse 
from carcinoma, the spine is angulated forwards (cyphosia) 
above the collapsed vertebra, and the patient walks with 
flexed hips and knees. 

The general curvature of the whole spine, especially in 
the thoracic and cervical parts, in cases of senile osteoporosis 
is much like the characteristic curvature of ankylosing 
spondylitis. 

Muscle Spasm. . 

Miedo spasm is especially noted when there is nerve root 
irritation which causes rigidity—and also scoliosis. (sciatic 
scoliosis)—and may occur with most of the main causes 
except spondylolisthesis and unstable lumbar vertebre or 
ankylosing spondylitis, because neurological changes are 
rare with any of these. It is.very noticeable with an art 


disk lesion. 
Bony Deformity: 
A “dimple” and prominence of ‘the upper margin of the 
dorsally displaced sacrum (or forward displacement of the 
fifth iwebbar vertebra) indicates spondylolisthesis. 


The bony prominence at the apex of the kyphotic 
deformity (and perhaps a lumbar abscess) is characteristic 
of tuberculous spine, but also is seen with old fractures 
and collapse of a vertebral body from senile osteoporosis or 
metastases. 

Movements. 


In an acute phase of a disk lesion, flexion and extension 
in the lumbar region are lost completely, but lateral flexion, 
even if limited, remains; rotation, which anatomically is 
greatest in the upper thoracic region and normally absent 
in the lumbar region, cannot be affected. Unequal spasm 
in the erector spine muscle groups causes scoliosis, which 
may increase if the spine is flexed slowly. In the less acute 
cases it is the movement from the flexed to the extended 
position that causes most pain, and the patient may help 
himself with his hands on his thighs. 

Increase of movements is usual with spondylolisthesis 
(tight-rope dancers’ gait) and unstable lower lumbar 
vertebre, but is limited with ankylosing spondylitis and 

ritis, and grossly limited with diseases causing 
vertebral body collapse, because~this causes further nerve 
root impingement and increases the’ pain, especially on 
flexion. . 


Local Tenderness. 
Local tenderness elicited by percussion is an important 
sign in localizing the lesion, with a lesion 
or tuberculous spine. 


Neurological Changes in the Lower Extremities. 


Neurological changes in the lower extremities are generally 
characteristic of a disk lesion, but sometimes result from 
spinal tumours (very rare) or from any other cause of 
nerve root irritation, for example, Hodgkin’s disease replac- 
ing the fifth lumbar vertebral body. 


Muscle Changes. 

The glutei (first sacral segment), quadriceps (fifth lumbar 
segment) and calf muscles (first sacral segment) may show 
wasting and fibrillary tremors, spasms et cetera, but wasting 
is a late sign. A weaker dropped foot (paralysis of extensors) 
is not uncommon. The flexors of the great toe (first sacral 
segment) should be tested on both sides and compared for 
weakness (this is common). 


Reflezes. 

The ankle jerk (first sacral segment) and knee jerk (fifth 
lumbar segment) reflexes may be diminished, increased, 
clonic or absent. Absence of the ankle jerk is a common 
and significant sign of a disk lesion. 


Stretching of the Sciatic Nerve Roots. 


The sciatic nerve roots may be stretched by straight leg 
raising (Forst) or by hip flexion and knee extension 
(Laségue). 

Normally root movement does not commence until the 
straight leg is raised about 30°; but if the nerve root is 


displaced or riding over a protrusion, it will be more taut, | 


and leg raising will soon stretch it, thereby causing pain 
down the back of the thigh, which may pass to the ankle. 


Sensory Changes. 

For sensory changes the dermatome chart should be con- 
sulted in “Aids to the Investigation of Peripheral Nerve 
Injuries” (Medical Research Council of the Privy Council 
Memorandum Number 7; Her Majesty’s Stationery Office). 


The fifth lumbar segment supplies the inner side of the 
foot, and the great and next two toes on the dorsum and 
plantar surfaces. The first sacral segment supplies the 
pone side of the foot on the dorsum and sole (four to five 
toes). 

General Examination. 


The whole body should be examined. The examination 
should include pelvic and/or rectal examination (for example, 
for carcinoma of the cervix or prostate) and also abdominal 
examination (for example, for enlarged spleen and liver in 
Gaucher’s disease, carcinoma of the kidney, psoas abscess 
in the iliac fossa). The breast should never be forgotten. 
Examination of the skull may show multiple myeloma, 
Paget's disease et cetera. Enlarged lymph glands may 
indicate such conditions as lymphosarcoma. - 


Special Methods of Examination. 
X-Ray Examination. 


Acute Disk Lesion.—With an acute disk lesion narrowing 
of the disk space between vertebral bodies is rarely seen 
and is a late and then important sign; it depends upon the 
amount of degeneration in the annulus fibrosus or nucleus. 
However, it is one of the earliest signs of tuberculous 
disease. With a chronic disk lesion that has existed for 
years the disk degeneration is the end result that causes 
subluxations and wear in the intervertebral lumbo-sacral 
joints and sclerosis of the adjacent vertebral plates, that 
is, lumbo-sacral osteoarthritis. The changes are similar 
to those associated with generalized lumbar osteoarthritis, 
in which a degenerated disk can protrude posteriorly and 
cause neurological and for which operation is 
appropriate. 

Spondylolisthesis.—Spondylolisthesis is usually between the 
fifth lumbar and first sacral vertebre, but may be between 
the fourth and fifth lumbar vertebre. It is the result of a 

hiatus of the vertebral arch (spondylolysis). The 
defect is always at the isthmus of the superior and inferior 
articular processes; unless the hiatus or defect in the neural 
arch is bilateral, slipping of any gross amount cannot take 
place. The cause is either congenital non-fusion or fracture. 
The sacrum slips back (or the fifth lumbar vertebra slips 
forward), the disk wears, and the first sacral body, by 
pressure atrophy, appears to articulate with the posterior 
concave erosion in the fifth vertebral body—that is, it 
resembles the talo-navicular joint. With.advanced spondylo- 
listhesis between the fifth lumbar-and first sacral vertebre, 
the fourth lumbar vertebra may be displaced forward on 
the fifth by one centimetre; that is, the fifth lumbar vetrebra 
is in front of the sacrum, but the fourth lumbar vertebra is 
in front and sometimes behind the fifth. This indicates that 
the fifth lumbar vertebra is unstable,on the fourth lumbar 
and first sacral vertebre and constitutes an additional, or 
perhaps the true, disability. 


Unstable Lower Lumbar Vertebra or Pseudospondylolis- 
thesis.—The third, fourth or fifth lumbar vertebra may be 
unstable and cause pain when the X-ray appearances are 
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not so obvious. A significant sign may be observed if we 
compare a series of films; and also if the lateral views are 
made, with the spine flexed and extended in standing or 
sitting and lying positions (Figures I, II and III). This may 
show that the fifth lumbar vertebra may variably slip for- 
ward or backwards, in relation not only to the sacrum but 
also to the fourth lumbar vertebra, as far as one centimetre. 
It appears that this often undiagnosed clinical lesion, 
which is mistaken for a disk lesion, although none is found 
at operation, is fairly common (Francis P. Morgan). The 
obvious instability should be demonstrated during a laminec- 


Senile Osteoporosis, Tuberculous Disease and Sectiibetes 
Carcinoma.—Senile osteoporosis, tuberculous disease and 
secondary carcinoma may be symptomless until vertebral 
body collapse invites the X-ray examination. The collapsed 
old fractured vertebral body (obvious in an X-ray film) is 
associated with localized osteoarthritic changes of long 
standing. The appearance of senile osteoporosis, which is 
confined almost exclusively to women, is indicated by the 
name. The recently grossly collapsed vertebra may have 
drawn attention to the disease. Both other senile vertebre 
are usually wedge-shaped from previous incidents of col- 


Fieure I. 
Lateral X-ray examination of the spine in full 


flexion (vertical) to show instability of the lumbar 
vertebre. 


tomy for a “disk” that cannot be found, by grasping the 
spinous process with a rongeur or inserting a blunt scissors 
into the interlaminar space. But too often no disk is found, 
the surgeon does not admit that the listhesis is an important 
clinical spinal complaint, and no bone-grafting operation is 
performed, because neither the patient nor the surgeon is 
prepared for three to six months’ immobilization of the 
patient in a plaster bed (which is unnecessary). Whilst 
instability of the lumbar vertebre undoubtedly constitutes 
@ separate disease when it is not associated with a disk 
protrusion, all surgeons know that in about half the opera- 
tions in which a disk protrusion is found, that instability 
coexists. Bone grafting should be used in all these cases. 
This listhesis as a separate disease has been recognized for 
years by German (Schmorl and Junghann) and other 
radiologists, but not by clinicians, except F. P. Morgan, 
McNab and others. It is common in osteoarthritis and impli- 
cates other vertebre above true spondylolisthesis. It is 
caused primarily by degenerative changes in the disk; but 
subluxations take place secondarily in the apophyseal joints, 
as can be shown at operations, especially in the true or 
primary listhesis or pseudospondylolisthesis in which no 
hiatus exists (Schmorl and Junghann). 

Ankylosing Spondylitis—Ankylosing spondylitis begins in 
both sacro-iliac joints, causing bone ankylosis, and next 
involves the costo-transverse joints and dorsal vertebre. 


Ficoure Ii. 
Same as wigtte I, but with the spine in full extension 
(vertical). Both or either positions may cause a 
forward or kward movement of as much as one 
centimetre (usually half a centimetre). 


lapse. With tuberculous disease the characteristic findings 
are: (i) narrowing of the disk space (perhaps the result of 
spread from abdominal glands); (ii) destruction of the 
vertebral plate on either side of the affected disk resulting 
in an abscess in both bodies (this erosion is unaccompanied 
in the active stage by any sclerosis); (iii) a psoas abscess 
(soft tissue shadow), which may be seen on either or one 
side in the frontal view. 


Other Conditions.—Carcinoma, multiple myeloma (plasmo- 
cytoma), Hodgkin’s disease, lymphosarcoma and Gaucher’s 
disease have these characteristics in common: (a) lumbar 
vertebrze are the usual site; (b) not only is the vertebral 
body attacked, but the pedicles are soon involved; (c) the 
skull may be involved. 

If the X-ray appearance indicates a metastasis, but no 
primary lesion can be found on clinical investigation, one 
of the obscure diseases should be suspected before it is 
concluded that a hidden and small primary carcinoma exists, 
for example, in the pancreas or kidney. Hodgkin’s disease 
and lymphosarcoma are excluded by failure to find enlarged 
glands (axillary, mediastinal et cetera). Gaucher’s disease 
is excluded by the absence of an enlarged liver or spleen 
or by absence of typical cells on sternal puncture. Multiple 
myeloma affects first the lumbar vertebre and ribs, and the 
sternum is said to be always affected; also the sternal 
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puncture discloses the immature plasma cells in great 
numbers. If the skull is involved, the X-ray appearances 
are typical (namely, round reamed-out areas of osteolysis), 
but in many cases the skull is unaffected 


Myelography. 
The opaque medium: in the spinal theca used for myelo- 
graphy is irritating and should be removed, which means 
that a laminectomy has to be 
performed in any case. The 
method is not certain or reliable, 
and in many clinics is not used; 
but it is useful if a _ spinal 
tumour, which is a rare cause of 
lumbo-sacral pain, is suspected. 


The protein content of the 
cerebro-spinal fluid (20 to 40 
milligrammes per 100 millilitres) 
is raised if this is drawn off from 
below a spinal block (the dural 
sac ends at the second sacral 
level), but if the lesion is between 
the fifth lumbar and first sacral 
levels it is hardly possible to draw 
off fluid caudal to this level. . 


TREATMENT. 
Disk Lesion. 


In the acute attack of a disk 
lesion the patient should go to 
bed until all pain ceases (that is, 
for one to four weeks), but 
traction, although harmless, ap- 
pears to be an unnecessary ordeal 
for the patient; thereafter sudden 
flexion and hyperextension move- 
ments should be avoided for a 
year. If the pain is not absolutely 


Figure III. 
relieved after about four weeks, The fourth lumbar 


a spinal brace should be worn for vertebra is unstable 
ndications for operation are as 
follows: (a) failure of these con- 
servative measures; (b) a very at of 
acute attack and no relief of pain the superior and in- 
by bed rest; (c). paralysis of ferior articular pro- 
muscles or of the bladder develop- -cesses) on the third 


ing during an attack (here and fifth lumbar 
operation is essential); (d) 
ring attacks of lumbar and sciatic front of a normal 
pain over some years. body strikes the 


lip of the 


Commonly Used Conservative vertebra below and 
Measures of No Value for 
Flexion and exten- 


sion normally should 
not appreciably af- 
fect this sim; le 


The following commonly used 
conservative measures are of no 
value for disk lesions: 


1. Physiotherapy. This includes 
heat, massage, spinal exercises et 
cetera. Some of these are useless 
and others are 


2. Injection of local analgesic. 
reach the disk or irritated nerve 
and infiltration elsewhere “a primary disk in- 
have no effeet on the disk lesion. stability; -but when 

exists as 
method is widely used. ream), 


8. Manipulation of the spine. On is 
the whole this does more clinical cause aie 
than good. Paralysis may be 
caused, and in most cases the 
pain is made worse. Occasionally 
there is a temporary relief, but after a few days the pain 
usually returns, and perhaps is worse than before. Finally, 
any immediate dramatic relief which may result from the 
nuclear sequestrum slipping back into the central cavity of 
the disk or being nipped off and dropping free into the spinal 
canal is not obtained by any special manceuvre or skill of the 
manipulator. A disk lesion means, primarily, that there are 
degenerative changes in the spinal column, and that the 
appropriate treatment is immobilization or operative removal 
of the cause (prolapsed pulposus) and not further injury. by 
manipulation. 


Spondylolistnesis and Unstable Lumbar Vertebrz. 


Spondylolisthesis and unstable fourth and fifth (or other) 
lumbar vertebrze should not be treated by injections, physio- 
therapy or traction (useless but harmless), whilst _manipula- 
tion as a rule can do only harm if it does anything. [If 
bed rest or a spinal brace is ineffective, a spinal grafting 
operation is a certain cure. But the graft (from a bone bank 
and ground in a bone mill to a paste) should always extend 
to two verterbre above and below. In spondylolisthesis 
between the fifth lumbar and first sacral vertebre it has 
been shown that the fifth lumbar vertebra is nearly always 
unstable on the fourth lumbar vertebra and first sacral 
vertebra when symptoms arrive. Consequently an arthro- 
desis between the fifth lumbar vertebra and the first sacral 
vertebra would be inadequate. No post-operative splinting 
is required—just three months’ bed rest (sitting up) in 
hospital or at home. The commode may be used. A pre- 
liminary hemilaminectomy is advisable. The bone grafts. 
are placed on the other side. ; 


Disk Degeneration and Lumbo-Sacral Osteoarthritis. 


For disk degeneration and lumbo-sacral osteoarthritis a 
spinal brace rarely, fails, but bone grafting (after a pre- 
liminary laminectomy) of the fourth and fifth lumbar and 
first sacral vertebre is satisfactory. 


~ Osteoarthritis. 


With osteoarthritis the neuritis is often relieved by a 
spinal brace; and when all pain ceases, we can assume that 
the swollen and inflamed nerve root has returned to a 
normal size. shang ar ef analgesics, physiotherapy and 
deep X-ray therapy ha no place here; nor are tonsil- 
lectomy, teeth extrusions et cetera to be considered. In 
rare instances, intervertebral foraminectomy is used to 
relieve the nerve root impingement, and is very satisfactory. 


Senile Osteoporosis. 


The cause of senile osteoporosis is unknown. A high 
spinal brace (at least up to the twelfth dorsal vertebra) 
affords great relief. ; 


Old Fracture. 
Pain due to an old fracture is relieved by a spinal brace 
and bone grafting, and also by a liberal settlement having 
been obtained. 


Ankylosing Spondylitis. 


No medical or any other treatment, such as deep X-ray 
therapy, has been found that relieves or cures ankylosing 
spondylitis up to the present. Many patients have little or 
no pain; and these are the ones that develop the greater 
pray HET A high spinal brace prevents the “bamboo” 
spine. 

The gross deformity can be largely removed by performing 
a wedge osteotomy on the spine at the level of the second, 
third and fourth lumbar vertebre. 


Tuberculous Spine and Carcinomatous Metastases. 


Tuberculous spine and carcinomatous metastases require 
no comment. 
Tuomas KING, 

Melbourne. 


Dut of the Past. 


In this column will be published from time to time 

medical jourr-als, newspapers, official 

and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


CHLOROFORM ANAISSTHESIA IN AUSTRALIA. 


The Medical Times and Gazette, an English publication 
(quoted by N. J. p, M. J. Australia (1927), 1: 151) of 
Dovatiber 20, 1852, included a report from a correspondent 
of what must be one of the earliest deaths under chloroform 
anesthesia in Australia. The patient, John Atkinson, suffered 
from fistula-in-ano. The surgeon Mr. Thomas, the 
anesthetist Mr. Baker. The inquest was held at the 
Clarendon Hotel, Melbourne, before the Coroner, W. B. 
Wilmot, Esq. The autopsy was carried out by Dr. Motherwell 
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in the presence of Dr. Howit, Dr. Playne, Dr. Baker aad Dr. 
Youl. The report of the autopsy was as follows: 

On opening the chest the heart presented an extra- 
ordinary appearance. There was considerable serous 
effusion into the pericardium and the heart itself was 
larger and more flabby than usual. It was hyper- 
trophied and there was a dilatation of the cavities—the 
lungs were healthy and there was a slight appearance 
of disease about the liver such as observed in persons 
addicted to intemperance. Where such a state of 
diseased heart exists death usually supervenes suddenly 
and is liable to be caused by any sudden emotion. Death 
in the present instance was caused by the shock pro- 
duced, by chloroform which would not have had such a 
fatal effect if the heart had been in a healthy state. 
Unless the attention of a medical man had been particu- 
larly directed to the affection of the heart it would have 
been very difficult to discover the existence_of any such 


The jury found that the deceased died from the effect of a 
sudden shock produced by the inhalation of the vapour of 
chloroform whilst suffering under disease of the heart; but 
in recording their verdict they entirely exonerated from 
blame those medical gentlemen who directed the administra- 
tion of a drug which has prevented so much human suffering 
and was intended to do so in the present instance. 

Dr. Thomas in his evidence stated that he had “frequently 
used the same chloroform in other cases’—which would be 
early in 1852. Chloroform was first administered in Sydney 
Hospital by Dr. Haynes Gibbes Alleyne in 1852 for an 
amputation of the left leg, and The Sydney Morning Herald 
of April 22, 1850, reports its use by Dr. Rutter and Dr. 
Gwynne of Parramatta in that month; but precise informa- 
tion as to the earliest use of chloroform in Australia is at 
present lacking. 


Correspondence, 


MATERNAL RUBELLA AND CONGENITAL HEART 
DISEASE. 


Sir? In a recent letter (M. J. AusTraLia, October 30, 1954) 
Dr. J. M. Gardiner comments on the renewed incidence of 
congenital heart lesions following maternal rubella during 
pregnancy. Our experience at the Royal Alexandra Hospital 
for Children has been similar. The great majority of our 


. affected children were born between 1939 and 1948, but 


recently we have examined two such infants born in 1953 
and 1954. 

Some of your readers may have the impression from Dr. 
Gardiner’s letter that patent ductus arteriosus is the only 
congenital heart lesion associated with maternal rubella. 
This has not been our experience. We have examined at 
the Congenital Heart Disease Clinic 44 children whose 
mothers had suffered from rubella during the early months 
of pregnancy. Of these, 13 had a patent ductus arteriosus, 
four a ventricular septal defect, three an atrial septal defect, 
two the tetralogy of Fallot, and one each suffered from 
pulmonary stenosis, aortic stenosis, coarctation of the aorta, 
the Eisenmenger complex and transposition of the great 
vessels. The remaining 17 children were considered to have 
an innocent systolic murmur. j . 

This material will be reported in more detail in the near 
future. 

Yours, etc., 
Doucias STUCKEY. 

Royal Alexandra Hospital for Children, 

Sydney, 
November 2, 1954. 


YOUNG DOCTORS AND SPECIALIZATION. 


Sir: I feel that some of the observations made on young 
specialists by Dr. Green in THE MgpicaL JOURNAL or AUSs- 
TRALIA Of October 30, 1954, call for further comment. While 
agreeing with him that any specialist must have his medical 
experience broadly based before concentrating on any one 
branch of medicine, I think he has failed to appreciate the 
change in approach to specialization. which has occurred in 
recent years. 

Two decades ago an experienced general practitioner could 
coneentrate-on the branch of medicine that appealed to him, 


. taining a white powder. dei 


gain an appointment on a good hospital (often teaching), 
and from there build up a consultant practice of patients 
referred by general practitioners or through his hospital post 


by colleagues, residents, students et cetera. 


- In recent years good hospital posts have become impossible 
to achieve without a post-graduate degree. Even with this 
degree such appointments are by no means certain, as many 
young Fellows of the Royal College of Surgeons in this city 
can confirm. Because post-graduate training in Australia is 
inadequate in most specialties at the present time, this must 
be undertaken in Britain, usually for one to four years. Thus 
six to eight years have passed since graduation before the 
young specialist can commence to practise his speciaity. 
During his training overseas a financial drain has occurred. 
On return to Australia he must find rooms, enter into stiff 
competition for a hospital appointment and build up a con- 
sulting practice, which may not come to reasonable fruition 
for three or five years. Meanwhile, his contemporaries who 
have been in general practice since their resident days have 
become financially secure. However, they have usually 
assumed responsibilities which almost preclude them from 
taking off a year or two for overseas or local post-graduate 
training for a degree and then competing for a hospital post 
with equally qualified younger men, often with a more 
thorough training in their specialty. That some of.the best 
medical brains at present are turning to general practice, 
instead of consultant work, is an indication of these diffi- 
culties. 

In Britain most specialists commence their training at 
graduation. While this is obviously unwise, there is no doubt 
that in this country in most specialties the aspiring con- 
sultant must commence training at an early stage. 

Yours, etc., 

185 Macquarie Street, EWEN SvussMAN. 
Sydney, 

November 2, 1954. 


DRIED PRESERVED GUINEA-PIG SERUM. 


Sir: We have had the opportunity of making a few tests 
on a very limited supply of dried preserved guinea-pig serum 
prepared by the Research. Laboratories, at Beckenham, 
England, of Burroughs Wellcome and Company (The 
Wellcome Foundation, Limited). This is a freeze-dried 
preparation preserved by the method of Richardson (Lancet, 
2: 696, 1941). The freeze-dried and preserved guinea-pig 
complementary serum 18 Supplied in sealed ampoules con- 
from two millilitres. Bach 
ampoule is sealed over a little blue silica gel, which becomes 
pink if moisture enters and spoils the preparation. 

In order to reconstitute it, two millilitres of distilled water 
are added to the powder with the ampoule on its side, and 
gentle rotation is given until all of it has gone into a clear 
solution. One millilitre of this is added without undue agita- 
tion to seven millilitres of distilled water, and this corres- 
ponds to a 1 in 10 dilution of fresh guinea-pig serum in 
normal saline. 

The interest of one of us (H.L.C.) in this new develop- 
ment originated with his use in Great Britain during 1944- 
1945 of the sodium azide preserved liquid complement of 
Richardson, supplied by the Ministry of Health. This could 
be used for a month if kept at 0° to 4° C. and had good 
stability at ordinary room temperatures. It had two dis- 
advantages in that the sodium azide was very poisonous and 
the “end-point” in the complement titration was never well 
defined. This new product appears to be very much better 
under conditions likely to cause loss of activity than normal 
fresh guinea-pig serum or this liquid preserved sort. 

After reconstituting the powder in each ampoule with two 
millilitres of sterile distilled water, several tests were made: 

1. The same activity was found for six ampoules and the 
end tube, 1:80, was easily determined in thirty minutes. 

2. After storing at 40° to 45° F. (4:4° to 7:2° C.) no loss 
of potency was determined during three weeks. 

3. There was no loss of potency when this volume was 
kept for two hours in an environment with the dry bulb up 
to 100° F. and the wet to 82° F., and again on the bench for 
one and a half hours (dry bulb 77° F., wet bulb 65° F.). 

4. An ampoule containing one millilitre of this was flash 
frozen at -—27°7° C. and rapidly thawed at 37° C. without loss 
of expected titre. 

5. One part-was added to seven of distilled water, corres- 
ponding to 1:10 with normal saline, and the activity deter- 
mined after keeping at room temperature or in the 
refrigerator, 4:4° to 7:2° C. for one week. There was complete 
loss of activity on testing. 
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6. The complement was prepared and diluted a one part 
to seven of water to make a concentration similar to 1:10 
with normal saline. To this was added an equal volume of 
normal saline (1:20) and the dilution was used to make 88 
Wassermann reactions in an environment with the dry 
bulb varying from 81-5° to 85° F. and the wet bulb from 71° 
to 74° F. The complement was exposed to these tempera- 
tures during two hours of testing and then retested without 
losing other than a small amount of activity. The positive 
reaction was read easily, and the negatives were definite. 
There was no anti-complementary activity in thesé or with 
ameebic antigen. -A second or of 29 were examined at 
room temperature dry bulb 77° F., wet bulb 65° F., with a 
similar result. 

These tests are but few, but seem to indicate a good 
keeping quality at 0° to 4° C. and thermostability at the 
temperature tested. 


Yours, etc., 


Limited, 
October 5, 1954. 


Post-Graduate Tork. 


THE MELBOURNE MEDICAL POST-GRADUATE 
COMMITTEE. 


SUMMARY OF COURSES TO BE Conpucrep IN MELBOURNE 
In 1955. 


THe following schedule is published as a guide for those 
who may be planning post-graduate study in Melbourne in 


: For Higher Qualifications. 
Part I. 

The following courses have been arranged for candidates 
for Part I examinations for the M.D., MS., D.G.0. D.O., 
D.L.O., D.P.M., D.D.R., D.T.R., D.A. and Diploma of the 
College of Radiologists and for the primary F.R.A.CS. 
examination. 

A course in anatomy will commence in mid-February and 
be conducted on Monday and Wednesday afternoons for 
four or five months. 

Courses in physiology and pathology will commence on 
February 28 and be conducted on Monday and Wednesday 
afternoons for four to five months. 

“A course in physics will commence on March 3, and be 
conducted on Thursday afternoons for eighteen weeks. 

A course in psychology I will commence in March and 
continue on a part-time basis for eight months. 


Part II. 

The following courses have been arranged for candidates 
for Part II examinations. 

A course in medicine suitable for candidates for M.D. and 
M.R.A.C.P. will commence in early June, and continue on a 
full-time basis for eight weeks, at Saint Vincent’s Hospital. 

A course in surgery suitable for candidates for M.S. and 
F.R.A.C.S. will commence in the first week in March and 
continue on five mornings a week till April 30 at the Royal 
Melbourne Hospital. 

Basic courses for the diploma candidates will be held in 
bacteriology, to commence in June and continue on Tuesday 
afternoons for ten or twelve weeks, and in basic pathology, 
to commence on February 28 and continue on Monday and 
Wednesday afternoons for four months. . 

A course in radiodiagnosis for candidates for the D.D.R. 
and Part II of the Diploma of the College of Radiologists 
will commence in May and continue on a part-time basis for 
ten weeks, and a course in pathology for the same 
diplomas will commence in June and continue on a part- 
time basis for six weeks. 

Courses in radiotherapy and physics for candidates for 
D-T.R. and Part II of the Diploma of the College of Radiolo- 
gists will be arranged when candidates present. 

A course in psychiatry for D.P.M. candidates will com- 
mence in June -on a, part-time basis. Lectures will be 
arranged also in neuropathology. A course in psycho- 


1955. 


e basis 

Courses in laryngology and otology and in special path- 
ology for D.L.O. candidates will be arranged when sufficient 
candidates present. 

Ophthalmology and special pathology courses for D.O. 
candidates will commence on April 4 and continue on a 
part-time basis for three or four months. 

Gynecology and obstetrics and special pathology courses 
for D.G.O. candidates will be arranged when sufficient candi- 
dates present. 

Theory and practice of anesthetics ge Sh internal medicine 
courses for D.A. candidates will also be arranged when 
candidates present. 


Refresher Courses. 
The following refresher courses have been arranged. 


A gynecology and obstetrics refresher course for recent - 


graduates will be conducted at the Women’s Hospital on a 
full-time basis for two weeks commencing on February 7. 

A course in pediatric conditions in general practice for 
recent graduates will be conducted at the Children’s Hos- 
pital on a full-time basis for one week, commencing on 
February 21. 

A gynecology and obstetrics refresher course for general 
practitioners will be conducted at the Women’s Hospital on 
a full-time basis for two weeks, commencing on September 


Two medical and surgical refresher courses for general 
practitioners will be conducted at metropolitan hospitals on 
a full-time basis for one week, commencing on dates to be 
announced. 


General Notes. 


Courses in medicine-and surgery as set out above will be 
conducted by the honorary staffs of Saint Vincent’s and 
the Royal Melbourne Hospitals respectively. The Ophthalmo- 
logical Society will conduct the ophthalmology and special 
pathology course and the University of Melbourne the 
courses in psychology and psychopathology. All other 
courses shown will be conducted by the Melbourne Medical 
Post-Graduate Committee. Enrolments for all courses should 
be made through the Post-Graduate Committee, except those 
for psychology I and psychopathology which are made with 
the Registrar, University of Melbourne. The Director of the 
Post-Graduate Committee, Dr. W. W. S. Johnston, will be 
pleased to answer queries concerning the 1955 programme. 
Correspondence should be addressed to him at the Post- 
—— Committee’s office, 394 Albert Street, East Mel- 

jurne. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 


THE UNIVERSITY OF SYDNEY. 


Lecture at Balmoral Naval Hospital. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that Dr. R. A. Money will 
lecture on “The Treatment and Rehabilitation of Para- 
plegics” at 2 p.m. on Tuesday, December 7, 1954, at the 
Balmoral Naval Hospital. Clinical cases will be shown after 
the lecture. Medical practitioners are invited to attend. 


Maval, Wilitary and Air Force. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gaeette, 
Number 62, of October 21, 1954. 


_Crrmzen Forces or THE COMMONWEALTH. 
Royal Australian Naval Reserve. 


Appointment.—Ralph is appointed Surgeon 
Lieutenant, dated 7th July, 1 


AUSTRALIAN Forces. - 
Citizen Military Forces. 


Northern Command: First Military District. 
Royal Australian Army Medical Corps (Medicat).—1/21298 
r R. Row is a to the Reserve of Officers 
(Royal Australian Medical Corps (ist 
Military District), 1st Au August, 1954. To be Captain (pro- 
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visionally), 15th April, 1954: 1/61842 Kevin Thomas Hobbs 
(in lieu of the notification respecting this officer which 
appeared in Executive Minute No. 148 of 1954, promulgated 
in Commonwealth Gazette No. 51 of 1954). 


Eastern Command: Second Military District. 

Australian Army Medical Corps (Medical) .—2/147938 
Captain B. A. D. Curtin is appointed from the Reserve of 
Officers, and to be Temporary Major, 1st July, 1954. 2/191902 
Captain F. G. J. Clarke is transferred to the Reserve of 
Officers (Royal Australian Army Medical Corps (Medical)) 
(2nd Military District), 26th July, 1954. 


Central Command: Fourth Military District. 

Royal Australian Army Medical Corps (Medical).—4/32014 
Captain H. H. A. Sauer is seconded whilst undergoing post- 
graduate studies in the United Kingdom, Ist May, 1954. To 
be Captains (provisionally), 31st August, 1954: 4/32052 James 
Ross Richards and 4/32053 William Herbert Scholz. 


Western Command: Fifth Military District. 


Royal Australian Army Medical Corps (Medical),—5/10586 
Captain’N. H. M. Colyer is seconded whilst undergoing post- 
graduate studies in the United Kingdom, 7th Setember, 1954. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps. 
lst Military District: To be Honorary Captains, 30th 
August, 1954.—Alexander John Maclean and Robert Cust 
Needham. 
Royal AUSTRALIAN ‘AIR FORCE. 
Permanent Air Force: Medical Branch. 
The resignation of Flight Lieutenant T. C. Wall (035953) is 
accepted, 3rd September, 1954. 
The due date for retirement of Squadron Leader A. S. 
Tredinnick (021945) is extended to 22nd,.September, 1957. 
The resignation of Flight Lieutenant"R. G. Hall (024849) 
is accepted, 2nd August, 1954. 
The probationary appointment of Flight Lieutenant F. O. P. 
Pearce (039510) is confirmed. 


Air Force Reserve: Medical Branch. 


The following former officer is appointed to a commission, 
28th June, 1954, with. the rank of Flight Lieutenant: C. W. 
Ramsay (15404). 

The following are appointed to commissions, 14th May, 
1954, with the rank of Flight Lieutenant: Remo Paul 
Checcucci (257910), John Joseph Martin (257911). 

William Alexander Charles Douglas (015183) is provision- 
ally appointed to a commission, 22nd June, 1954, with the 
rank of Pilot Officer. 

The following Flight Lieutenants (Temporary Wing Com- 
manders) are promoted to the Temporary rank of Group 
Captain, 23rd June, 1954: A. J. W. Ahern (251884), L. R. 
Flynn (263940). 

Flying Officer (Temporary Flight Lieutenant) M. M. 
Sinclair (411536) is transferred from the General Duties 
Branch, 25th May, 1954, with the rank of Flight Lieutenant. 


Ciniversity Intelligence. 


THE UNIVERSITY OF ADELAIDE. 


The T. G. Wilson Travelling Scholarship in Obstetrics. 


APPLICATIONS are invited from suitably qualified candidates 
for the award of the T. G. Wilson Travelling Scholarship in 
Obstetrics for 1955. 

Candidates should be graduates in medicine of an Aus- 
tralian university of not more than five years’ standing, who 
have served for a term of at least twelve months as resident 
medical officers at a general hospital and a term of at least 
six months as resident medical officers at the Queen Victoria 
Maternity Hospital, Adelaide. 

The scholarship is tenable for one year in Great Britain 
or Ireland (or by special permission of the Council on the 
Continent of Europe, in Canada or in the United States of 
America), and is of the value of £200. 

Detailed conditions of award may be obtained from the 
Registrar, University of Adelaide, with whom applications 
close on January 10, 1955. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED OCTOBER 23, 1954." 


New Australian 
Disease. South Victoria. | Queensland. South Western Tasmania. Northern Ca; Australia. 
Wales. Australia. Australia. Territory. Toke. 
Acute Rheumatism .. % 4(2) 4 
AD 
ee 

Ornithosis RE. ‘ 
Poliomyelitis 2a) 9 us) ai 

— isas) 2621) 
Scarlet Fever 16(18) 16(9) 99) 43) we 48 

Typhoid Fever ) sh ee 2 

7 (Flea-, Mite- and 
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Ropal Australasian College of Surgeons. 


FINAL FELLOWSHIP EXAMINATION. 


THE next meeting of the Court of Examiners for the 
Final Examination for Fellowship of the Royal Australasian 
College of Surgeons will be held at the College in Mel- 
bourne, beginning on Friday, May 6, 1955. Candidates who 
desire to present themselves at this examination should 


apply, on the prescribed form, to the Censor-in-Chief for 
permission to do so on or before March 24, 1955. The 


appropriate forms are available from the Secretary, Royal 
Australasian College of Surgeons, Spring Street, Melbourne, 


«Candidates who have already been approved by the 
Censor-in-Chief, but who have not yet 
examination, may present at this examination, p' 
notify the Secretary of their intention to do so yy “March n 2, 


1956. 
The examination fee is £21 plus ex: 


change 0 
drawn on banks outside Melbourne, and must be ae to ‘the 
Secretary by March 24, 1956. 


The examination will be conducted in the special branch 
of ophthalmology as well as im general surgery. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY. 


HB second International Congress of Neuropathology will 
he held in London from September 12 to 17, 1955. The 
Secretary-General is Dr. W. H. eae. Maida Vale 
Hospital for Nervous Di 5 


Medical Appointments. 


Dr. R. B. Anderson has been appointed government medical 
officer at Mossman, Queensland. 

Dr. F. G. TT. Turner has been appointed honorary 
at the Hospital 

Dr. C. G. Wilson has Hospital. senior surgical 
registrar at the Royal “Adelaide 

Dr. G. A. Jose has been appointed resuscitation registrar 
at the Royal Adelaide Hospital. 

Dr. J. V. Landor has been appointed assistant chief medical 
referee to the Government Insurance Office, Department of 
Public Health, New South Wales. 

Dr. Margaret Flora Garner has been appointed to the 
of Public Health, New South Wales. 

J. A. Clarke has been appointed government medical 
ofler at Tara, Queensland, 

J. Laing has been Soodeind to the Department of 
Public Health, New South W 

Dr. H. J. Prior has been appoint te to the Division of 
Mental Hygiene in the Department of Public Health, New 
South Wales. 

Dr. I. R. Vanderfield has been appointed to the State Hos- 
pitals and Homes in the Department of Public Health, New 
South Wales. 

Dr. I. M. H. Camens has been appointed honorary clinical 
— to the medical section of the Royal Adelaide Hos- 


Dr. D. A. Handley has been appointed out-patients’ regis- 
trar at the Royal Adelaide es 
Dr. T. L. Dunn has been appo 


mted assistant medical officer 
of health in the Department: of Public Health, New South 


Wales. 

Dr. R. L. T. Grant has been appointed a member of the 
Nurses Board of South Australia on the nomination of the 
South Australia Branch of the British Medical Association. 

The following have been appointed members of the Medical 
Board of South Australia: Sir Philip Santo Messent, Dr. 
J. W. Rollison, Dr. F. K. Muesore (nominated by the 
Honourable the Chief Secretary); Dr. F. R. Hone na 
by the Council of the University of “ Adelaide) ; Dr. C. O. F. 
Rieger (nominated by ‘persons registered under the pro- 
visions of the Medical Practitioners Act, 1919-1950). 


-of the South Au 


with the M 


Mominations and Elections. 


Tue undermentioned has applied for election as a member 
stralian Branch of the British Medical 

Association: - 
Stanbury, Dennis George, M.B. BS. 1954 (Univ. 
Adelaide) (qualified 1953), 3 First Avenue, Klemzig, 


South Australia. 


Deaths. 


Tux following death has been announced: 
FLETCHER.—Wallis Mervyn Alfred Fietcher, on November 
6. 1954, at Sydney. 
Srormon.—Philip Justin Stormon, on November 9, 1954, at 


Diatp tor the Wont. 

Nov. 23.—New South W: B.M.A.: Ethics Committee. 
Nov. 24 Branch, BM.A.: Branch Council. 
Nov. 2! South Wales Branch, A.: Branch Meeting. 
Nov. 2 ueensiand os cil Mee! 

‘Australian Branch, BM.A.: Council Meeting. 


Dec. Branch, B.M.A.: Branch Mee 
Dec. 1.—Victorian Branch, B.M.A.: Branch Council Meeting. 


Mevical Appointments: Important Motice. 


the of the Branch 
in of the British Medical Association, 
Tavistock Square, London, en 
New South moh (Medi 185 uarie 
Stree appointmen‘ in 


All 

New South Wales. 

Queensland Branch (Honorary Secretary, BMA. House, 225 
Wickham Terrace, sban: Bil): Brisban lated 
Friendly Societies’ Medical “institute ; Bundaberg 2 "Medical 
Institute. Members accepting LODGE appointments and 

desiring to accept appointments to any COUN’ TRY 
HOSPITAL or position ouieise Australia are advised, 
their own interests, to submit a copy of their Agreement to 

South Austra Secretary; ugham 
Place, North Adelaide) : “contract 
in South Australia. 

Saint 


g0 
ment appointments * with the exception of those of the 
Department of Public Health. 


Tasmania: Part-time specialist appointments for the north-west 
coast of Tasmania. wpe 3 


Evitorial Motices. 


under any circumstances les for- 
warded for publication are understood to be offered to THE 
ae JOURNAL OF AUSTRALIA alone, unless the A RP be 
s 
All communications should be addressed to the Editor, THE 
MepicaL JouRNAL or AusTRALIA, The Printing House... 
Street, Glebe, New South Wales. (Telephones: MW 2) eeLaaD 
Members and subscribers,are requested to notify the Manager, 
THe MepicaL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
e 
responsibility or recognize any claim arising out of non-receipt 
of unless is received. within one 
mon 


applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the ning of 
quarter and are renewable on Dece' Sith 31. 

of annum within Australia and the B 


Nations, and £6 10. annum within “America and 
tries, payable in 
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q MEDICAL PRACTITIONERS are requested not to apply for any 
q 
| 
} 
} 
| George’s Terrace, Perth): Norseman Hospital; all contract 
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Ae receiving THz MEDICAL JOURNAL OF AUSTRALIA in virtue 0 i) | 
Hi, membership of the Branches*of the British Medical Association 
Commonwealth can become subscribers to the journal b 
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